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an inspiration both to those who take part in the 
ceremony and te those who will work in the building. 

I have to speak about research, and would start by 
looking back three centuries. 

Between 1620 and 1650 Francis Bacon created a 
revolution in scientific thought, and Harvey published 
his discovery of the circulation of the blood. Both 
Bacon and Harvey were determined exponents of 
the experimental method of acquiring knowledge : 
Harvey actually made a gift of money to the Royal 
College of Physicians in 1656. The purpose of the 
gift may be summarized in these actual words from 
the deed of gift: *to search and Studdy out the 
secrett of Nature by way of Experiment.” 

Very shortly after the publication of Harvey’s 
great works the “‘Religio Medici’ appeared. Thomas 
Browne, its author, was a practising physician—a 
successful one. In the very moment of the dawn of 
science when Harvey, Sydenham, Petty—all members 
of his own profession—were assisting at the birth of 





new knowledge, at the initiation of a new system of 
thought, Thomas Browne wrote : 


There is yet another conceit that hath sometimes made me | 
shut my books, which tells me it is a vanity to waste our days 
in the blind pursuit of know ; it is but attending a little 
longer, and we shall enjoy that by instinct and infusion, which 
we endeavour at here by labour and inquisition. It is better 
to sit down in a modest ignorance, and rest contented with the 
natural _of our own reasons, than buy the uncertain 
knowledge of life with sweat and vexation, which Death 
gives every fool gratis. 

What impulse moved those others who were not 
this gratis kind of fool? 





We think of Tennyson’s Ulysses : 


To follow knowledge like a sinking star beyond the utmost 
bound of human thought. 


or of Kipling’s Explorer : 


Till a voice, as bad as Conscience, rang interminable changes 
On one everlasting whisper day and night repeated—so 
Something hidden. Go and find it 
Something lost behind the Ranges. Lost and waiting for 
Go. 


you. 


There is something of this idealism in every genuine 
research worker ; but Bacon, the incorrigible realist, 
gives a truer picture when he says : 


For men have entered into a desire of learning and knowledge, 
sometimes upon a natural curiosity and inquisitive 
sometimes to entertain their minds with variety and delight ; 
sometimes for ornament and reputation ; .and sometimes to 
enable them to victory of wit and contradiction ; and most 
times for lucre and profession ; and seldom sincerely ve a 
— —— 


I have deliberately quoted Bacon’s cynical summary 
and made Browne look more foolish than he was to 
emphasize the need for linking the laboratory with 
the profession, for making “the benefit and use of 
men” the main aim of this Institute. I recall a 
personal experience. In 1907, I went to Lille 
especially to see Calmette, whose work on the 
alimentary portal for pulmonary tuberculosis was 
then commandingly new. He gave up much of his 
time to me. To my surprise he gave little time to 
the laboratory demonstration of his work with China 
ink on calves, but instead said: ‘“You cannot under- 





stand any infection problem in the laboratory unless 


s 


you also at the same time study it in the human— 
come and see my preventorium.” He took me to 
see his human tuberculosis clinic, the first of such 
in the world, although now common enough in every 
country, known as tuberculosis dispensaries. Now 
look in the introduction to his great book on 
tuberculosis published thirteen years later. There 
he says: “This book is addressed to doctors, to 
veterinary surgeons equally with laboratory workers.” 

This Institute, as its name implies, is also dedicated 
to doctors, veterinary surgeons, as well as laboratory 
workers. We have been in Australia undeservedly 
fortunate in our evolution. We have already four 
medical research institutes—and now this is a fifth— 
which have grown up within hospitals and have close 
organic’ relationship with the clinician and his 
problems. We are not so happy when we have to 
say that this is the only one of the five which has 
retained even a semblance of the traditional relation- 
ship with the university and the medical school. 

I am justified in pointing out that a similar basic 
impulse moved me in my official capacity to establish 
a chain of eleven laboratories round Australia so 


| that the medical men away from capital cities could 


have available to them the facilities of modern 
diagnosis by men well trained in laboratory methods. 
A twelfth laboratory is about to be added to this 
chain. 

The same principle has been applied also in the 
operations of the National Health and Medical 
Research Council. This Council. has, as you know, 
an annual sum which may be expended on the 
recommendation of the Council for the following 
purposes : 

To provide assistance— 

(a) to Departments of the Commonwealth or of a State 
engaged in medical research ; 

(6) to Universities for the purpose of medical research ; 

(ce) eee eee 

(d) in the training of persons in medical research. 

Before looking at our own activities, permit me 
for a moment to refer to the operations of the Medical 
Research Council in England. 

When the Medical Research Council was established 
in England in 1911, it defined its objectives in these 
terms : 

The object of the research is the extension of medical knowledge 
with the view of increasing our powers of preserving health and 
preventing or combating disease. 

Lord Moynihan in 1930, that is, after that English 
Council had been in existence for nineteen years, 
felt himself free to criticize its work : 

of it lies in ievous t 
identi Unavot of the cables Shick payebions al teed aeons 
cob ental antinar tha old Ot the choeticoekee lee 


Has not the contribution of the laboratory to the surgery of 
the stomach been almost ible when it has not been 


End’ therefore ‘inapplicable? ivergent from human 
knowledge regarding * * 
ysiology in ite insidious 


Having, quite unfairly, made the point I wish to 
make, I will leave it there, saying only that the 
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Medical Research Council published a very full 
answer to this criticism. 

The Australian Council, at its first meeting, defined 
its policy. It made provision for junior and senior 
fellowships and for financial assistance to research 
on a very wide basis. Two of the general principles 
which it enunciated I should like to mention specially : 


(a) It is essential for the study of the social of medicine, 
that ital records should be kept more iently and that 
they should contain more information. The possibility 
of considerable and early improvements in this direction should 
be studied and an endeavour made to induce State hospital 
authorities and the managing bodies of hospitals to take the 
necessary steps towards | improvement. 

(6) While research in any field of medicine should be 

the Council is of opinion that preference should be 
given to problems of especial Australian identity or application. 


In connexion with this latter, may I quote the 
actual words of Wood Jones at that first meeting : 


It is a rather remarkable fact that none of the leading teachers 
in our medical schools have founded a permanent school of 
research into any peculiarly Australian problem of national 
health . . . It is the Australian problems, or problems 
having a peculiar ustralian aspect, that need attention in 


Australia, and, other things being equal, such researches should 


have preference. 


But the spirit in which the Council was founded, 
the concept of its functions and responsibilities, and 
the service which it might have the privilege of 
rendering to the nation, were concisely expressed in 
the Council’s first report in these words : 


We may well consider that this is the beginning of a new 
combimed and concerted attack by all the mobilized resources 
of this Commonwealth on problems of health and disease. 
Never before in this country has such a programme as is now 
possible for this Council been contemplated. In no other 
country has an attempt been made to combine the preventive 
and curative aspects of medicine and the search for new know- 
ledge in the science of medicine in one comprehensive scheme, 
and in no other country is there this happy combination of the 
official administrative cies representing the social aspects 
of medicine and scientific and clinical workers. 


How have these principles been applied in practice ? 
Let me take only two examples amongst many. 

In respect of tropical medicine and tropical 
hygiene—an aspect of medicine of very special 
importance to Australia, we have set in motion 
enquiries and researches in three principal directions : 

1. The investigation at the University at Brisbane 
of physiological response and adaptation to climatic 
c : 
2. The investigation of the fevers met with on the 
coastal belt, which are comparatively common, are 
en by short duration and are of several 

ds. 

3. A field survey of leprosy—its distribution and 
characteristics over the whole of northern Australia 
from west to east. 

Tuberculosis has been for twenty years closely 
studied by the Commonwealth Department of 
Health. The results of recent researches were 
presented by Dr. Holmes to the last Australasian 
Medical Congress held at Adelaide in 1937. In his 


paper Dr. Holmes drew attention to two important 
facts. The first point was that we must investigate 
exhaustively the age at which infection was 

The walet previously held that infection occurred 
















almost invariably in infancy and childhood seemed 
to be negatived by the undue incidence of tuberculosis 
in young people, especially young women. This 
feature was shown by Dr. Holmes to be specially 
notable in South Australia, in which State the 
mortality rate in the age-group twenty to thirty years 
was double that of New South Wales in the same 
age-group. The second point was that of infection 
of humans by tuberculosis derived from animal 
infection. Both Dr. Holmes and Dr. Lionel Bull 
drew attention to the importance of this aspect. 

All of this and related aspects of the great problem 
of tuberculosis were considered exhaustively by the 
National Health and Medical Research Council at its 
first meeting. The Council formed a Tuberculosis 
Committee and initiated a definite scheme of research. 
This scheme involves: (a) The examination of large 
numbers of apparently healthy persons to determine 
the incidence of undeclared tuberculous infection ; 
(b) the special examination of young women in 
Adelaide to determine the extent of actual but 
unrecognized disease ; (c) the laboratory investigation 
of tuberculous specimens to determine the relative 
extent of human and bovine strains of infection. 

I have spoken of the building and of the work. 
May I now for a moment speak of the spirit of the 
work within the building. 

Let me remind you of the story of ““Pepys’s Diary”’. 
This remained from 1703 to 1820 on the shelves of 
the Pepysian Library at Magdalene College, 
Cambridge, untouched, almost unknown. As every- 
one knows, it was in a kind of shorthand. Here is 
the actual story told by John Smith: 

In the spring of 1819 I engaged with the Master of Magdalene 


College, Cambridge, to decipher the whole of the Diary from the 
six closely written volumes of the original shorthand manuscript 


' little thinking how difficult, how laborious, and how unprofitable 


a task I had undertaken. The stenographer the 
late W. B. Gurney, to whom I showed the manuscript at the 
outset, positively assured me that neither I nor any other man 
would ever be able to decipher it ; and two eminent professors 
of the art confirmed his opinion. I persevered nevertheless ; 
and in April, 1822, I completed the deciphering of the whole 
Diary having worked for nearly three years at it usually twelve 
and fourteen hours a day with frequent wakeful nights. Much 
of it was in minute characters very trying and injurious indeed 
to the visual organs. 

While John Smith was labouring away almost day 
and night and straining his “visual organs”’ ', on the 
shelf close at hand was Pepys’ 8 manuscript in short- 
hand with a transcript in longhand of the account 
taken down from the King’s own lips of the story of 
his escape after the battle of Worcester. Here was 
a convenient key to the shorthand used in the diary. 
Nor was this all. Thomas Skelton’s “Tachygraphy”’ 
giving a full explanation of this particular system 
shorthand, was also on the shelves a little way along. 

There is a moral in this story. 

The scientific worker today is using artificial aids 
to such an extent that he is in danger of blunting the 
normality of his own senses. The biologist looks 
down through the microscope, the astronomer looks 
up through the telescope, and both are forgetting 
that sometimes the naked truth may be seen by the 
naked eye. There is an old overworked Latin 
phrase: “If you seek a monument—look around | 
you.”” Doubtless it will some day, in memory of 
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someone, be written somewhere in these rooms, 
I should like to see that one word ‘‘Circwmspice’’ 
etched into every window-pane in the building so 
that when the research worker rests his visual organs 
for a few minutes by reverting to his normal vision 
he would see and be reminded by that injunction 
to look around him. The fascination of instruments 
of minute precision is irresistible, but I plead, and 
will continue to plead, that we should look somewhat 
less at or for the micron and the molecule and more 
at man himself. 

What is the object of all our feverish enquiry and 
research ? 


Let me quote again our old friend Bacon : 


Men are inclined to turn aside from their experiments for 
some practical ieation of them; like Atalanta, they go 
aside to pick up golden apples and let vi escape them ; 
—— seek for experiments of light, not for experiments 

it. 


And now I conclude this address, as indeed I should 
in this place, by saying again what Brailsford 
Robertson said : 


I earnestly hope that every student of science will become an 
ardent devotee of research and exponent of the spirit of research, 
for the spirit of research is that spirit which inquires for the 
— Sees a eee See, oe eee 

umanity towards higher purposes and more worthy achieve- 
ments in every aspect of our lives. 


— 
—— 





THE ATIOLOGY AND PREVENTION OF BLOOD 
TRANSFUSION REACTIONS: A SAFE AND 
SIMPLE BLOOD TRANSFUSION APPARATUS 
FOR GENERAL USE. 


By Nort J. Bonnty, M.B., B.S. (Adelaide), 
F.R.C.S. (England), F.R.A.CS8., 


5 Adelaide. 

BLOOD TRANSFUSION has now become a routine 
therapeutic measure employed with greater frequency 
each year. With the definite exception of transfusions 
administered in a few institutions, the procedure is 
still by no means devoid of risk, and is followed all 
too often by unpleasant and sometimes dangerous 
reactions. The recorded incidence of these transfusion 
reactions varies greatly. In a recent series of 500 
transfusions Fell‘ reports.58 reactions, an incidence 
of 11-6%. At the Cook County Hospital Fantus 
and others state that until recently the incidence 
was as high as 33%. .It is probable that outside of 
large institutions reactions occur more frequently 
still. Plommer® states that in his experience 
some 50% of patients “are at least mildly 
inconvenienced”. 

It is essential that this high incidence of reactions 
should be reduced. All transfusion reactions, however 
mild, are and many are actually dangerous. 
Sibley and Lundy”® have shown that the final 
increase in hemoglobin percentage is much less 
when a reaction occurs. 

There is no doubt that almost all transfusion 
reactions are preventible. Lewisohn and Rosenthal” . 
have succeeded in lowering the incidence of reactions 
to less than 1%. 





It is the object of this communication to offer a 
practical means whereby blood transfusion can be 
made a safe procedure in the small hospital and in 
general practice. 

Very few attempts at comprehensive survey of the 
cause and prevention of reactions are to be found in 
the literature. Fantus, Seed and Schirmer,‘ 
however, in 1938 published an —— interesting 

classification of 


somewhat modified here for several reasons; they 
have, for instance, included as first causes some 
rather intangible considerations such as “suscept- 
ibility of the patient to shock”, and “tendency (of 
the patient) towards thermic reactions”. 

The following classification at least serves the 
purpose of clarifying the discussion in this article. 


Complications of Blood Transfusion. 


Complications of blood transfusion are grouped 
under the following five headings: (i) Transmission 
of disease, (ii) hmemolytic reactions, (iii) allergic 
reactions, (iv) pyrexial reactions, (v) reactions due to 
faulty administration. These headings are of course 
in no way mutually exclusive. It is quite possible 
for more than one, or for that matter it is within 
the bounds of possibility for almost all, of the 
complications covered by this list to play a part in 
the sequels of the one transfusion. This undoubtedly 
accounts for the indifferent success that has followed 
attempts to classify reactions on the basis of 
symptomatology. 

Since it is the main purpose here to direct attention 
to means for preventing complications classified 
under the last two headings, the others will be dealt 
with in a cursory manner. 


Transmission of Disease. 

Transmission of syphilis has occasioned most 
concern, and there is as yet no absolutely certain 
method of avoiding the risk.“*) Wassermann tests 
performed on donors, even if performed at regular 
intervals, do not provide by any means a complete 
safeguard. Rein and others!” in a recent survey of 
the subject suggest that routine Kline tests should 
be carried out at the same time that pe —* 
grouping is done. The donor’s histo 
last Wassermann test should at least be 
as a routine measure. This should ge a some 
safeguard, for it is hardly likely that. a donor willing 
to give his blood for a patient would wish to run the 
risk of infecting the patient with syphilis. 

Transmission of malaria has occurred and has to 
be-guarded against in countries where that disease 
is endemic. ‘®® 

It has been suggested that there is possibly a risk 
of passive transmission of allergy and that in conse- 
quence donors with a history of definite allergic 
symptoms should be avoided. 
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Most of these accidents have been admittedly due 
to mistakes, either technical or clerical, in the 
of the blood. 

Blood grouping is now carried out by a simple and 
standardized technique which will not be discussed. 
But it will not be out of place to emphasize the 
necessity for the carrying out of both group tests 
and direct matching. The latter is necessary since 
sub-groups exist, and incompatibility may thus 
occur within the same blood group. This is quite 
common among members of Group OIV, but rare in 
other groups. It is important that serum of high 
titre be used for grouping. Direct matching alone 
is not a sufficient safeguard, and if relied upon may 
result in disaster as in a case recorded by Re. 

If incompatible blood is yiven the earliest 
symptoms are throbbing in the head, a sense of 
tightness in the chest and pain in the lumbar region. 
The last symptom is the most constant and is 
especially to be noted.““ These symptoms - may 
occur when less than 100 cubic centimetres of bloot 
have been given and are a signal for the immediate 
cessation of the transfusion. Should the transfusion 
be continued, or if the patient has already had any 
large quantity of blood, a condition resembling 
surgical shock supervenes and immediate death 
may occur. Should the patient survive the immediate 
reaction, the late symptoms are those of renal failure, 
oliguria or anuria, and death about the ninth day 
from suppression of urine. Hemoglobinuria is usually 
present. Some patients may manifest uremic 
symptoms later without an immediate reaction of 
any severity (Plummer).(” 

The administration of antispasmodics (for example, 
papaverine), copious fluids and alkalis together with 
further transfusion with compatible blood is the 
outline of therapy advised. ‘® (4 (25) 

It is stated that a hemolytic reaction is likely to 
oceur when the patient is suffering already from a 
hemolytic disease (Fantus and others). In such 
cases the precautions advised are preparatory 
alkalinization of the urine to prevent deposition of 
acid hematin in the kidneys, and small transfusions 
only, repeated if n F 

Some of the “‘same donor reactions’ should be 
classified here. These are discussed later. 


Allergic Reactions. 

Allergic reactions characterized by the appearance 
of allergic symptoms are classified under this heading. 
A case is quoted by Goodall” in which the symptoms 
consisted of the sudden appearance of urticarial 
wheals. The recipient happened to be sensitive to 
gin, of which the donor had partaken. In other 
cases, too, a similar reaction has been traced to the 
presence of food metabolites in the donor’s blood 
to which the recipient was sensitive.’ Many 
authors state that the use of fasting donors decreases 
the number of “reactions’’.‘®) Fantus‘” warns us 
that a serious reaction may occur if the blood of a 


person allergic to horse serum is administered to a- 


patient who has recently had a serum injection. 
Urticaria occurred in 11 cases in the series of 500 
transfusions reported by Fell.‘ 

Repeated injection of adrenaline is effective 
treatment. ; . 









A number of recorded fatalities are supposed to 
have been due to anaphylactic shock. 


The ‘‘Same Donor Reactions”’.—A number of serious 
accidents and fatalities have resulted from a second 
transfusion to a patient from the same donor. Some 
of these reactions have been hemolytic and others 
apparently allergic in type. Hemolysins which 
were not present before may develop after a trans- 
fusion, or an allergic type of sensitivity to the 
particular donor may appear. These reactions should 
never oceur, for it should be a cardinal rule that no 
patient should ever receive a second transfusion 
from the same donor. 


Comment. 

The complications so far enumerated under these 
three headings can all be prevented by rejection of 
unsuitable donors. The clinical and _ serological 
means available for selection of donors are adequate 
to reduce the incidence of such complications almost 
to vanishing point. 

Pyrexial Reactions. 

Pyrexial reaction is very common. It is a pyrexial 
response varying in intensity in different cases from 
a slight rise of temperature with or without a chill, 
up to a violent and even dangerous rigor. The 
reaction. begins during or shortly after the transfusion. 

There have been many theories about the cause of 
these reactions. The citrate solution, the speed of 
injection, the quantity of blood given, the temperature 
of the blood, partial incompatibility of the blood, 
toxic substances in the donor’s blood, various food 
metabolites, or even postprandial Bacillus coli 
bacillemia, have each and all been blamed. There 
is now, however, ample evidence to indicate the 
real cause. 

The argument will be clarified by a brief digression. 
Exactly similar pyrexial reactions used to occur 
frequently after the administration of simple solutions 
given intravenously. In fact the fear of these 
reactions delayed the universal adoption of this 
type of therapy for many years. The trouble was 
first encountered with the introduction of the original 
arsphenamine. As is the case now with transfusion 
reactions, a multitude of explanations were current. 
The temperature of the solution, its rate of injection, 
its pH, the amount injected, each in turn of the 
chemical substances in solution, impurities in these 
substances, impurities from rubber tubing and 
from glassware, were all proffered as the cause. 

This problem has been fully investigated and 
definitely and finally cleared up. As long ago as 
1923 Siebert’ showed conclusively that pyrexial 
reactions were due to the presence of filterable 
heat-stable bacterial toxins in the distilled water 
used. These toxins are destroyed only by prolonged 
and severe heating, and are likely to be present in 
the first few hundred cubic centimetres of water 
collected from a simple still. In twelve specimens of 
distilled water examined, the toxins were traced to 
certain groups of river water bacteria (Jordan’s 
Groups X and XI). The organisms are capable of 
multiplying in distilled water and of producing 
their toxins there. 
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It has also been shown that p substances 
ean be produced in a film of moisture on the walls 
of apparatus.” 

Finally, it has been amply demonstrated that when 
solutions and apparatus are prepared by methods 
which eliminate all traces of such toxic substances, 
pyrexial reactions do not occur.5) “6 (3) The 
chain of evidence is thus complete. 

Processes for the safe preparation of solution and 
apparatus are elaborate, but are necessary if reactions 
are to be eliminated. 

The following account is taken from Walters.'** 
Distilled water must come from a special still equipped 
with adequate traps and baffles. If it is not used 
within a few hours of distillation it must be discarded. 

Other authors (Lewisohn and Rosenthal) insist 
on triply distilled water, but this is — not 
necessary.‘® ‘*) Bacterial filtration is sometimes 
employed as well. 

Glassware is first washed thoroughly with hot 
soapy water, and then well rinsed with tap water. 
It is then subjected to the action of a solution of 
potassium bichromate in sulphuric acid for twelve 
hours. . It is then rinsed eight successive times with 
distilled water. If not autoclaved and sealed within 
two hours of cleaning, it has to be cleaned again 

Rubber tubing, when new, has the “bloom” 
removed by being autoclaved in a solution of 5% 
sodium carbonate at 250° F. for thirty minutes. 
The apparatus is arranged so that the solution is 
running through the tubing during its term in the 
autoclave. The tubing is now treated with. 1% 
hydrochloric acid and given a prolonged wash with 
distilled water. 

After use tubing is treated with hot soapy water 
and then tap water is run through for half an hour. 
It is now boiled for forty-five minutes in a 0-5% 
solution of sodium hydroxide and distilled water is 
run through it for thirty minutes. 

All tubing is dried by means of suction, wrapped in 
sheeting and autoclaved. 

Needies are well washed with hot soapy water and 
rinsed thoroughly in distilled water and dried by 
suction, wrapped and autoclaved with the tubing. 

The process used by other authors differs only in 
detail. 

This work has the most direct bearing on the point 
at issue. It would seem in any case hardly open to 
doubt that apparatus used for the intravenous 
administration of blood should require any less care 
than that which has been proven to be necessary for 
the administration of simpler fluids. There is 
ample evidence to indicate that this view is correct. 

At the Adelaide Hospital up to the middle of 1937 
transfusion apparatus was cleaned in the same way 
as other theatre utensils by being scrubbed and 
thorough! y rinsed in tap water, and it was autoclaved 
before u Pyrexial reactions were of frequent 
occurrence, many of them accompanied by rigors. 
Improved methods of preparation were then 
introduced. 

During 1938, 174 transfusions were given. Only 
one rigor was observed in this series, and this occurred 
at the end of a prolonged massive transfusion when 
eight pints of blood were given and the same apparatus 





had been in use for more than twenty-four hours, 
ample time for contamination to take place. Very 
occasional chills and slight rises of temperature still 
occurred. These may still have been due to 
adventitious contamination as the “improved 
methods” introduced were far from ideal. The 
apparatus had to be prepared by a number of different 
nurses and there was no single responsibility. Prepara- 
tion of glassware followed closely the method 
recomménded by Walters and outlined previously, 
though potassium bichromate in strong sulphuric 
acid was allowed to act for about half an hour only. 
This is sufficient time for it to destroy any traces of 
organic matter. Tubing was cleansed by being 
stretched to loosen any clot or dried blood; it was 
then washed with a‘strong stream of tap water, then 
as a rule boiled in 5% sodium carbonate and finally 
washed through with distilled water. Needles and 
cannule were mechanically cleaned and washed in 
distilled water. Immediately after being cleaned 


the apparatus was wrapped twice in towels and 


autoclaved. Needles were stored in chloroform. 
The impression was gained that the larger the surface 
wetted by blood, the more important it was to render 
it clean. 

In a new operating theatre block to be built in the 
near future provision has been made for a special 
room suitably equipped to prepare this type of 
apparatus, with a trained technician in charge. 
Further improvement in results will probably follow. 

A similar reduction in the incidence of reactions 
following improved methods of preparation of 
apparatus is recorded by several authors. Fantus 
and others) report an incidence of more than 33% 
of reactions before the introduction of a sterile 
supplies department and a subsequent reduction to 
“less than two-thirds’ of this figure. They do not, 
however, specify the method used for the cleaning 
of glassware. Lewisohn and Rosenthal report a 
reduction from 12% to less than 1% of reactions 
following improved methods in a central preparation 
room. 

It is quite noteworthy in a perusal of the literature 
that those authors who record a high incidence of 
reactions after transfusion either use a method of 
preparation of apparatus which has been shown to 
be inadequate where other forms of intravenous 
therapy are concerned, or more often that the mode 
of preparation is not described. 

The following experience at the Adelaide Hospital 
is perhaps also worthy of record. Apparatus for 
intravenous infusion is standardized throughout the 
hospital. Preparation of glassware follows the lines 
indicated above. Tubing is perforce cleaned in 
a less thorough manner, but the process seems to be 
adequate so long as simple solutions only are given 
through the apparatus. Several reactions following 
administration of saline solutions were investigated. 
It was found that in each case blood had been given 
through the apparatus previously. Such apparatus 
was then earmarked for special care in being cleaned 
and the reaetions ceased. These reactions were 
clearly due either to traces of altered blood or to 
bacterial contamination fostered by traces of blood. 
Had blood been given again instead of saline solution, 
the reaction would almest certainly have occurred, 
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but it would have been now a mysterious transfusion 
reaction. 

It must be remembered in this connexion that the 
citrate solution used is injected intravenously and 
the same precautions must be taken in its preparation 
and storage as are n with other solutions for 
intravenous use. Eademaker“® reports a reduction in 
transfusion reactions following proper preparation 
of the solution. 

A word of warning here will not be out of place. 
The fact that citrate solution is purchased in a glass 
sealed ampoule is no guarantee of its safety. Such 
solutions should not be. used unless the maker 
provides a guarantee or the solution is otherwise 
known to be safe. 

Summing up the evidence presented, it has been 
shown that reactions following intravenous infusion 
are due to adventitious contamination of water and 
apparatus by traces of foreign material, chiefly 
bacterial toxins. Processes have been elaborated 
whereby such contamination can be eliminated. The 
application of these processes entirely prevents 
reactions. 

Exactly similar reactions occur after blood trans- 
fusion. Immediate and great reduction in the 
incidence of such reactions follows the application 


of similar processes of preparation to transfusion | 


apparatus and citrate solution. 

Thus there can be little doubt that the cause of at 
least the majority of pyrexial reactions following 
transfusion is contamination of apparatus, citrate 
solution or blood, by traces of foreign toxic material, 
probably as is the case with saline solutions, chiefly 
bacterial toxin. 


Transfusion apparatus should be cleaned and | 


prepared by a process closely similar to that outlined 
previously. If anything, even more care is necessary. 
Glassware can be thoroughly cleaned. Sulphuric 
acid bichromate solution provides a high degree of 
safety since it completely destroys any organic 
matter. Rubber tubing presents the chief difficulty. 





It is very difficult to be sure of the removal of the | 


last traces of blood from the inner surface of tubing. 
Transparent tubing with a smooth inner surface has 
obvious advantages. It is possible that the advent 
of new types of rubber capable of withstanding the 
action of strong reagents may solve the difficulty. 
Needles and cannule should have a polished inner 
surface. It is most important that apparatus should 
be sterilized and sealed immediately after being 
cleaned. 

It is quite obvious that this process is beyond the 
resources of the average small hospital. Large 
quantities of freshly distilled water are required and 
a number of special fittings. It can be reliably 
carried out only in a properly equipped laboratory 
by a trained technician under responsible supervision. 
Walters and Lewisohn also both strongly express 
this view. This is feasible only in a large institution. 
For the small hospital and for the private practitioner 
safe solutions for intravenous injection, together with 
apparatus prepared for their administration, are 
available commercially. The problem of provision 
of a safe transfusion apparatus for the small institution 
will have ‘to be solved along similar lines. That is, 











a transfusion kit will be purchased complete with 
citrate solution and accessories all prepared, sealed 
and ready for use. After use, soiled components 
will be returned and replaced. 


Comment. 


There is, of course, no proof that causes other than 
contamination of utensils and solutions may not be 
responsible for some few reactions. The evidence 
presented is, however, quite sufficient to justify the 
attitude that no other theory of causation is admissible 
unless it can be shown that possibility of 
contamination has been excluded. 

A similar attitude towards pyrexial reactions 
should be adopted as has been generally adopted 
for many years towards suppuration following surgical 
operation in “‘clean” cases. Such an. infection may 
be due to a bacterimmia, but operating theatre 
technique is blamed and investigated with a very 
suspicious eye. 

Warming the Blood.—Fall of temperature of the 
blood is not a cause of these reactions. The cooling of 
blood to a temperature of 4° C. does not harm it 
except by passage of time. 

Although most authors advise that stored blood 
be warmed before use, Boland, Craig and Jacobs,‘ 
who collect and store blood under almost ideal 
conditions bacteriologically, administer blood taken 
from the freezing chamber without ill effect. The 
relatively slight fall of temperature of blood which 
occurs during an ordinary transfusion cannot possibly 
have any bearing on the cause of these reactions. 

Careless warming of blood may, however, be a 
source of trouble. Hemolysis takes place in blood 
when its temperature is raised above 40° 0. and 
many authors issue warnings against careless over- 
heating. @ @® Also, water-jacketing of apparatus 
means increased complexity and more manipulation. 
Warming of blood is therefore not only unnecessary, 
but is undesirable on grounds of safety as well as 
of convenience. 


Complications Due to Faulty Admjnistration. 

The heading of complications due to faulty 
administration covers a miscellaneous group of 
accidents and many that have occurred have 
depended on special features of design of the apparatus 
used; for instance, with a direct transfusion technique 
and a two-way syringe the recipient’s blood has been 
given to the donor with disastrous results ! 

The complications of practical importance may be 
subgrouped under the following headings : 

(1) Too Rapid Administration of Blood.—The sudden 
increase of blood volume may overload a poor cardio- 
vascular system. So-called “speed shock” or even 
sudden death may result. Pulmonary edema may 
occur some time after the transfusion.““’ Blood 
should always be given slowly, preferably through a 
drip tube, so that the rate of flow can be visualized 


|" and readily controlled. Persons suffering from severe 


toxemia or long-standing anemia should have small 
transfusions only. 

(2) Injection of Clots.—What symptoms, if any, 
result from the injection of small clots into a vein is 
not clear, but late pulmonary complications might 











be expected. In any case no one can regard the 
intravenous administration of blood clot as desirable 
therapy. A filter should always be provided in the 
delivery system to guard against this occurrence. 
(3) Hamolysis of Blood before Administration.— 
Hemolysis of blood before administration becomes a 
factor of great importance when blood is stored, 
and much of the work done on stored blood has been 
directed towards minimizing hemolysis.'? ‘® ©% 
To what extent it is of importance in a simple trans- 
fusion is not clear. However, the simple precautions 
of the provision of an isotonic anticoagulant solution 
and the ayoidance of unn agitation of the 
blood during the transfusion should be observed. 


Specifications of Transfusion Apparatus. 


From the foregoing discussion it follows that a 
transfusion apparatus cannot be classed as safe 
unless the following specifications are complied with. 

The apparatus must be prepared by an elaborate 
process carried out with meticulous care by trained 
technicians in a properly equipped laboratory. All 
blood wetted surfaces should be safely protected 
until use, preferably by hermetic seal. It should 
provide for visualization of the rate of delivery, 
and this should be readily controlled. A filter should 
be incorporated in the delivery system. No provision 
should be made for the warming of the blood. Further 
than this, to avoid contamination during the trans- 
fusion the blood should be taken into and delivered 
from the same vessel, and this vessel should be 
preferably closed. 

If the apparatus is to be of general service it must be 
also simple in design, easy to handle, and intrinsically 
free from liability to breakdown or accident. 

The last specification needs brief analysis. The 
simplest possible method of collecting blood is to 
lead it from the venepuncture needle through a 
short length of rubber tubing to the receiving flask 
without the use of suction. -If a French’s needle is 
used a pint of blood may be thus obtained in less 
than five minutes. The loss of blood at this rate is 
sufficient to cause some donors to faint, and there 
is nothing to be gained by taking it more rapidly. 

It is very difficult to understand why suction is 
employed on so many types of apparatus, Any 
form of suction means increase in complexity of 
apparatus, increase in the amount of manipulation 
necessary, and increased liability to breakdown. 
Moreover, a high vacuum may cause the walls of the 
vein to collapse on the venepuncture needle. The 
least hitch or delay results in blood clotting in needle 
or tubing, and a fresh start has to be made. 

The only real advantage is that a smaller needle 
may be used for venepuncture. But the needle, 


though smaller, is still large. There can be no 


objection to the use of a French’s needle if it is used 
perly. These needles have been in routine use 
or collection of blood at the Adelaide Hospital for 


years, and euction is not used. Resident medical , 


officers find no more difficulty in taking blood with 
these needles than they do in carrying out any form 
of intravenous therapy. 

The simplest method for the delivery of blood that 
can be devised is direct gravity feed through a drip 





tube. This is the usual method by which other 
fluids are delivered intravenously and the apparatus 
is familiar to nursing staffs. 
it is very difficult to understand why methods 
forced delivery have ever had any vogue. 
Force may be applied by either a piston or compressed 
air. Hither method involves increase in a 
manipulation and carries the in risk of 
breakdown inseparable from moving parts. In 
addition there is an added risk of injection of clot or 
air. “The only possible advantage is that the blood 
ugh a smaller needle. That it 


an 
A pint of blood can be given by the gravity feed 
specified in less than ten minutes if a large ‘needle 
or cannula is used. It should never be given as 
rapidly as this. It can be easily administered at a 
proper rate through a small bore needle. 
In the large institution there is less objection to 


tions simplicity is all-important. 
Description of Apparatus. 

The flask which has been adopted for the collection 
and delivery of blood is a type used commercially 
for the supply of intravenous solutions (Figures II, 
IlfandIV). Itis a graduated bottle of litre capacity 
with a rubber stopper held immovably in place by 
a crimped aluminium collar. The stopper is 
perforated by two holes. One of these supports 
and transmits a glass air vent tube which projects 
almost to the bottom of the flask. The is 
evacuated by being autoclaved and is hermetically 








sealed by means of a rubber and metal disk fixed by 
crimped collar. This flask is adopted as 

ds without modification. 
first used, the flasks were full of 
normal saline solution which had to be emptied and 
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replaced by the requisite amount of citrate solution 
before blood was run in. They have since been 
supplied containing 130 cubic centimetres of 3-8% 
(isotonic) citrate solution. One or two ounces of this 
solution are run out to wet the delivery tubing before 
phlebotomy is performed. One hundred and thirty 
cubic centimetres only are supplied, for should the 
operator forget to tip some out, this amount is not 
likely to harm the recipient. 

This type of container has been adopted by 
Tuohy” at the Mayo Clinic for blood transfusion, 
but a screw collar instead of the crimped one is used 
and the stopper is removed for the filling of the 
container. The fixed stopper is, however, an 





| 





| millimetre in diameter. 


easy insertion and extraction.. The upper end of 
the plug is shaped to grip the overlying rubber tube. 

The larger channel is the inlet duct for blood and . 
runs from end to end of the plug. Its diameter is 
3-8 millimetres. This is the same as the largest 
diameter at the base of a French’s needle and offers 
no hindrance to the blood flow. The inner surface 
of this duct is plated and polished. 

The smaller channel is an air vent, and is 0-8 
This size is more than 


_ ample to allow egress of air as the flask fills. The 


| 


| 


lower’ opening is on the side of the plug short of its 
lower end and thus clear of the blood stream. This 
opening is also well clear of the stopper when the 








Fig 2. 


Filltgg plag has 

been connected AV — 
to French's ” 
needie by 


tubing: 


u@ 





Vacuum seal 
bas been 
rernoved: 












— b1441414— 


Plug inserted 
In stopper 


Flask inverted: 
Citrate solution run 


ff into measure, 
leaving Jo te 100 




























qlass adaptor 
free yeedie 


BA 








advantage where the apparatus is supplied for 
general use, since it renders unorthodox methods of 
cleaning the flasks almost impossible, and it practically 
eliminates the possibility of accidental contamination 
during the transfusion. 

In order to fill the flask through the small hole in 
the stopper a double channelled metal filling plug 
has been designed (Figure I). This is thrust into the 
hole in the stopper and is connected by a short rubber 
tube to the phlebotomy needle.- The plug is made 
of chromium plated brass. Stainless steel might 
be better, but the fine necessary could be 
carried out in this material only at high cost. 

The illustrations should make the detail clear. 
The plug consists essentially of a metal rod through 
which a and small channel are drilled 
longitudinally. The lower end of the plug is tapered 
to allow of its insertion into the hole in the stopper 
and the plug fits tightly when in place. A convenient 
handle is fixed permanently to the plug to allow of 





plug is thrust home. The air duct opens above on 
the base of the handle, where a deep groove prevents 
possible obstruction by overlapping rubber tubing. A 
stylet is kept in the duct when the plug is not in use. 

Delivery of the blood is effected through a glass 
drip tube which is plugged into the same hole in the 
stopper as previously accommodated the filling plug. 
The lower half of this drip tube is packed with ribbon 
gauze to act as a filter. A rubber tube fixed to the 
bettom of this drip filter tube leads the blood to the 
needle or cannula in the recipient’s vein. The flask 
is of course inverted when blood is delivered and air 
enters above the blood via the long eases air vent 
tube previously described. 


Technique of Withdrawing Blood. 

The filling plug is connected to the phlebotomy 
needle by eight to twelve inches, not more, of rubber 
tubing. Any large bore needle which the phlebotomist 
fancies may be used, but it is difficult to see how 
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the design of French’s needle could be improved 


upon. 
_ The seal of the flask is now removed and the filling 
plug thrust into the vacant hole in the stepper. If 
difficulty is encountered, the plug should be moistened 
with a few drops of liquid from the flask, when it will 
slip in easily. The plug must be thrust right home 
or the air outlet channel will not clear the stopper. 
The flask is now momentarily inverted and one or 
two ounces (30 to 60 cubic centimetres) of citrate 
solution are run out into a measure glass. This 
wets the delivery tubes with anticoagulant solution. 
Accurate measurement is not . The flask 
is supplied containing 130 cubic centimetres. If 
only one ounce is run out, the remaining 100 cubic 
centimetres may be given to the patient without 
harm. If two ounces are lost, the 70 cubic centimetres 
which remain are more than sufficient to ‘cover’ 
a pint of blood. 

The venepuncture is now performed and a pint of 
blood should be obtained in about five minutes. The 
blood should be gently swilled about in the flask 
(not shaken) during collection. 

Several points in the technique of venepuncture with 
a needle of this size need attention. It is essential 
that the needle used be razor sharp. The best 
phlebotomist will find himself in difficulties if he 
sets to work with a blunt needle, even though he 
may be able to get a blunt needle of small calibre 
into a vein. It is essential that the vein to be 


punctured be as tightly distended as possible; a | 


blood pressure cuff should always be used and not 
the rubber tubing tourniquet commonly employed. 


pressure and the donor instructed to open and shut 
his fist. Half a cubic centimetre of 2% ‘““Novotain”’ 
solution is injected into and beneath the skin at the 
point where the puncture is to be made. The wheal 
thus raised is massaged away by the operator’s thumb 
so that the vein is not obscured. The needle may 


now be thrust into the vein. This is more easily | 


done if the needle is rotated so that the point is down, 
though some experts after sedulous practice can 
perform the puncture with the bevel against the 
skin. A good flow of blood may be obtained whether 
the needle is directed towards hand or shoulder. By 
far the best method of making the venepuncture is 
as follows. The site of puncture is located accurately 
in a flexion crease at the elbow. The skin over the 
vein selected, commonly the median cubital, is drawn 
to one side and punctured with a Grafe knife, or 
number 11 Bard Parker blade. The puncture lies 
accurately along the flexion crease and should never 
be more than three millimetres (one-eighth of an inch) 
long. When the pull on the skin is released, this 
puncture slips back over the vein. No attempt sis 
made to open the puncture or to see the vein through 
it. The point of the French’s needle is gently inserted 
through the puncture and felt to impinge on the wail 
of the vein. A firm thrust nearly parallel with the 
line of the vein drives it cleanly in. Provided this 
technique is adhered to it will be found no more 
difficult to perform venepuncture with a French’s 
needle than it is with a hypodermic needle. It 
should be clearly understood that this is entirely 
different from the barbarous procedure known as 





| and blood is allowed t * 
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“eutting down’’ on the donor’s vein: The puncture 
made is hardly large enough to admit the end of the 
needle. The operation is rendered painless with 
“Nevocain”, the fine scar is quite invisible in the 
skin crease, and the vein is not permanently damaged. 

The amount of blood collected is readily seen by a 
glance at the scale on the flask. When sufficient 
is obtained the blood pressure cuff is deflated, the 
needle is withdrawn from the vein, and the filling 
plug from the stopper of the flask. 


Technique of Administration of Blood. 

For delivery the seals are removed from the ends 
of the drip-filter tube, its upper end is inserted into 
the hole in the stopper and a length of properly 
prepared rubber tubing (three to.four feet are a 
convenient length) is connected to its lower end. A 
serew clamp is applied to the tubing. A needle can 
nearly always be used to run the blood into the 
recipient’s vein. A size 20 Becton and Dickenson 
needle with a glass adaptor at the end of the rubber 
tube has been found convenient since it allows of 
the venepuncture being made before the tubing is 
attached and the adaptor makes a useful window. 

The flask is now inverted and blood is allowed to 
flow into the delivery system. The drip tube should 
be about half filled. Bubblés in the rubber tube 
can be completely avoided if its distal end is at first 
raised high above the flask and steadily lowered as 
the tubing fills.. The needle (or cannula) is 
inserted into the patient’s vein and fixed by 
strapping (the glass adaptor is again useful here) 
If there is no 
urgency a rate of eighty drops per minute is a 
maximum rate. 

The needle may be inserted into any vein, but is 
best away from a joint so that a splint is unnecessary. 

The main steps in the procedure are made quite 
clear in the accompanying diagrams (Figures [I, 
ITI and IV). 


Treatment of Apparatus after Use. 

After use the flask and drip filter tube are roughly 
cleaned, returned to the makers for processing and 
replaced. They should on no account be used again. 
Needles and filling plug are cleaned with hot soapy 
water and washed with distilled water. They should 
be then well wrapped in sheeting and autoclaved. 
Needles may be protected in glass phials stoppered 
with cotton wool. Chloroform is, however, used for 
storage of needles at the Adelaide Hospital and 
seems to be satisfactory. Rubber tubing may be 
cleaned in the manner outlined previously, but if 
real immunity from reactions is desired, fresh properly 
prepared tubing should be used each time. If the 
preparation of tubing is undertaken, then it is an 
advantage to connect it up with filling plug and 
needles before it is autoclaved. 


Comments on Apparatus. 

This apparatus has been used on a number of 
occasions by different persons and no hitch or trouble 
of any kind has been encountered since the final 
design was arrived at. No reactions at all have 
occurred so far, but a large series of transfusions 
would be needed to prove immunity from pyrexial 
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reactions. The design-of the apparatus is based on 
sound principles and there seems no reason to delay 
its publication on this account. The supply of 
citrate solution already in the flask, the use of the one 
utensil for collection and delivery, and the fact that 
except for one small hole in the stopper the utensil 
is closed, cut possibility of adventitious con- 
tamination down to the minimum, It is almost 
impossible to make mistakes when one is using the 
apparatus, and its design is simplified to the limit. 

The question has been raised as to whether sodium 
citrate solution can be safely stored in these flasks. 
This solution can be stored indefinitely in a glass 
sealed ampoule, and the physical conditions in a 
vacuum sealed flask are almost identical. 

Other solutions for intravenous use can besafely kept 
in these flasks for as long as the seal remains intact, 
and citrate solution has already been stored for some 
two months and its condition remains satisfactory ; 
there is no reason to suppose that it will not remain 
so indefinitely. 

The removal’ of the seal should of course be 
accompanied by an inrush of air. If this does not 
happen then it must be inferred that the seal has 
leaked and the flask should on no account be used. 

This inrush of air is the only possible source of 
contamination to blood when this apparatus is used. 
It is of no importance whatever provided the blood 
is given, as it should be, within an hour or so of 
withdrawal. The apparatus has not been designed 
for the storing of blood. 


Summary. 

Practically all the complications of blood transfusion 
are preventible. 

A classification of these complications, based on 
etiology, is suggested. 

With the aid of this classification the various 
complications are discussed, chiefly with regard to 
cause and prevention. 


Pyrexial reactions in particular are shown to be | 


due to contamination of apparatus or citrate solution 
by foreign substances, probably in the main bacterial 
toxins. Prevention of such contamination entails 


an elaborate process of preparation which can be | 


carried out only in a specially equipped laboratory. 
For the small hospital the only feasible means for 
the elimination of these reactions must be through the 
commercial supply of transfusion apparatus and citrate 
solution, properly prepared and hermetically sealed. 

A list of desirable features in a transfusion apparatus 
has been compiled. These features are regarded as 
necessary specifications of a safe transfusion apparatus 
for general use. 

An apparatus which meets these specifications is 
described and its mode of use explained 
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THE DIFFERENTIAL DIAGNOSIS OF INTERNAL 
DERANGEMENT OF THE KNEE JOINT. 





By Norman LITTLE, 
Sydney. 





Tue subject of the diagnosis of internal derange- 
ment of the knee joint is an important one, in view 


| of the number of injuries to the knee joint that 


occur under modern conditions of work and sport. 
The main importance lies in the difficulty of estab- 


| lishing a correct diagnosis at the first visit. With 


painstaking attention to detail, however, this diffi- 
culty can be minimized. 1 can still remember how 
my early teachers insisted on the importance of the 
differential diagnosis of a lesion, and I know of no 
lesion in any part of the body in which it is of 
such great value as in interna] derangement of the 
knee joint. When I am examining a knee joint 
which has been the seat of injury, and am in doubt 
of the diagnosis, I make use of a mnemonic, which 
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is. this: “ossific meals”. Each letter is the first of a 
word in the name of a condition which may be 
confused with a tear of a meniscus. In my “ossific 
meals” the order of the lesions is not that of their 
importance; but the writing down of those words 
on a piece of paper has prevented my making a 
mistake on more than One occasion. 


Osteoarthritis. 


There should be very little difficulty in diagnosing 
osteoarthritis. It is never seen before middle age, 
except after a fracture near or into the knee joint; 
it is generally bilateral, but one joint is more 
affected than the other. Synovial effusion may be 
present; but this does not prevent palpation of the 
typical grating which occurs on movement of the 
joint, although it may diminish it. All movements 
of the joint will be limited to some extent; aggrava- 
tion of the pain is caused by excessive use of the 
joint and also by resting of the other leg on the 


joint in bed. As the arthritis progresses the menisci 


become disorganized; but at times patients with 
moderate osteoarthritis do injure their menisci. It 
is perfectly safe to open these joints, and, if the 
patients are treated post-operatively by the applica- 
tion of suitable support to the joint, they will have 
a useful and comparatively comfortable joint for 
many years. An X ray picture will be very helpful 
in the great majority of cases, for the characteristic 
radiographic changes of osteoarthritis are present 
by the time the disease causes symptoms, 


Silpping Patella. 


If a patient complains that he or she is conscious 
of something slipping in the knee joint, it is a 
good plan to make sure that it is not the patella 
being displaced laterally during flexion of the joint. 
There are three main etiological types of this 
condition: (i) congenital, (ii) rhachitic, and (iii) 
the traumatic. In the first type there is some 
irregular development of the femoral condyles, 
especially the external, while in the second there 
‘is always a considerable degree of genu valgum. 
The type that follows trauma is nearly always seen 
in adolescent females or in young women who have 
a varying amount of knock-knee and a generalized 
laxity of the body musculature. The condition is 
diagnosed by seeing and feeling the patella’s dis- 
placement laterally during flexion at the joint. In 
some cases a synovial effusion is present, while in 
others, in which the condition has been neglected, 
changes take place in the ‘bone and it never becomes 
completely reduced. 


Simple Synovitis. 


A joint has a peculiarly limited range of reaction 
to unfavourable conditions; this is due to the fact 
that inside the joint itself there are only two struc- 
tures, synovial membrane and articular cartilage. 
The latter reacts, if the conditions are sufficiently 
unfavourable, by undergoing fibrillation ; the former 
is more sensitive and reacts ‘to slighter stimuli. 





These stimuli may be trauma, toxins, infection and, 
to make the series complete, disordered nerve 
impulses. The commonest of these is trauma, which 
may be acute or chronic; acute trauma may be in 
the nature of a direct blow or a wrench, while 
chronic trauma embodies over-use, improper relation 
of joint surfaces, as occurs after a fracture, or 
constant strain, which, in the case of the joint 
under consideration, can occur in certain cases of 
static errors of the foot. 


The signs of synovitis are transient hyperemia, 
swelling of the synovial membrane, increase of 
synovial fluid, muscle atrophy and increase of local 
temperature. The first two are difficult to estimate, 
so the other three must be relied on for diagnosis. 
These changes occur no mattef what the cause is, 
and the treatment is the same in all of them: 
remove the cause, if possible, and apply the principle 
of rest ; I shall not, however, discuss treatment here. 
It is quite easy to appreciate that synovitis may 
mask and must accompany more serious lesions; 
for example, it will be seen with a tear of a 
meniscus or in the presence of a loose body. I do 
not think it is always realized that swelling of a 
joint within afew hours of an injury is due to 
hemarthrosis, while synovitis takes twelve hours 
or so to appear. This point is quite important, for 
hemarthrosis means that there has been severe 
damage to some structure within the joint—in other 
words, something has been torn or one of. the 
articular surfaces has been broken. — 


Chronic synovitis is generally a sign of some 
underlying condition, although it can occur as the 
direct outcome of an untreated simple acute 
traumatic synovitis. It is more likely to be due to 
infection or absorption of toxins, if there is no 
other disease condition of the joint. 


Tearing of the Internal Lateral Ligament. 


Tearing of the internal lateral ligament is com- 
monly associated with an abduction strain of the 
knee joint; by abduction strain is meant abduction 
of the leg on the thigh. The ligament is ruptured 
at either its femoral or tibial attachment, never at 
the joint line; the degree of rupture varies con- 
siderably from a severe strain to complete detach- 
ment. In the minor degrees of injury there are 
pain and swelling on the inner side of the joint, - 
with at times ecchymosis; tenderness is confined to 
either the femoral or the tibial attachment of the 
ligament and is never found over the joint line 
itself. Abduction of the leg on the thigh will 
cause pain and may even reveal some laxity of the 
ligament; similarly, forcible external rotation of 
the leg will cause pain on the inner side of the 
joint. There is generally a synovial effusion. If 
there is a complete tear of the ligament, it is almost 
certain that the anterior cruciate ligament will 
be torn as well, and with this combined lesion the 
internal meniscus is bound to be damaged; the 
instability of the joint ‘is very apparent, and 
hemarthrosis will be present. It is only in cases 
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in which the lesion is of minor degree that the 
condition is mistaken for a disorder of the internal 
meniscus; but the diagnosis is readily made on the 
signs mentioned above. Admittedly, a tear of the 
meniscus can and does occur with the same type of 
injury ; in such cases the diagnosis cannot be made 
with certainty until the internal lateral ligament 
has healed. 


Tears of the external lateral ligament of the knee 
do occur, but they are very rare. Injuries likely 
to cause such a lesion generally result in rupture 
of the biceps tendon. 


Injury to the Fat Pads. 


Injury to the fat pads is seen practically only 
in the presence of osteophytes in an osteoarthritic 
knee. The pads become nipped, a hemorrhage 
occurs; this is followed by fibrosis and consequent 
enlargement of the pads, and so a vicious circle is 
established. The same sequence of events can 
follow an injury direct to the pads, but in com- 
parison this is extremely rare. The main symptom 
is an occasional stabbing sensation during exercise, 
when the hypertrophied pads become nipped on 
extension of the joint. If the disorder is allowed 
to persist, the symptoms are more pronounced, 
synovial effusions occur, and there are stiffness and 
at times a painful “giving way” of the knee. The 
enlarged pads can be seen and palpated, and are 
harder than normal; there is a fine crepitation 
confined to the. sites of the pads on movements of 
the joint, and the latter may be limited in extension 
as with a lesion of the anterior horn of a meniscus. 
There is never the true locking and typical unlocking 
of the joint as in the latter condition, and the 
limitation of extension has not the same “rubbery” 
resistance. 


intraarticular Fractures. 


The commonest intraarticular fractures are frac- 
tures of the tibial tuberosities. If there is much 
displacement of the fragments the diagnosis will 
not present much difficulty; but if there is little 
or no displacement the symptoms may be very sug- 
gestive of a lesion of a meniscus. The swelling over 
one or other side of the upper end of the tibia, along 
with the site of maximum tenderness over the bone 
rather than the joint, should make the surgeon 
suspect this type of lesion, while the mechanism 
of causation is generally a direct injury, such as 
the falling of a weight on the thigh or knee causing 
forcible abduction or adduction of the leg. Radio- 
logical examination will be the final arbiter. If 
there is much displacement of the fragments the 
overlying meniscus is very liable to be displaced 
and forced between the fragments. This fact 
accounts for the difficulty encountered in reduction 
of these fractures at times. Later, as the fracture 
line extends into the joint, adhesions are bound to 
develop and produce symptoms resembling those 
of a torn meniscus. This aspect of the subject will 
be dealt with under. the appropriate heading. 





Rupture of the Crucial Ligaments. 


Rupture of the cruciate ligaments is frequently 
associated with fracture of the tibial spine, but I 
propose to deal with them separately. If, after a 
severe injury to the knee, the tibia can be displaced 
backwards or forwards on the femur with the knee 
flexed to a right angle, a tear of one or both cruciate 
ligaments can be diagnosed. Before proceeding I 
wish to point out that such a diagnosis must not 
be made before the existence of a normally mobile 
knee is ruled out by comparison with the other knee 
joint. Such knees allow a considerable amount of 
backward. and forward movement of the tibia, but 
are more likely to cause difficulty in diagnosis as 
a chronic condition than after a recent injury. If 
the anterior cruciate ligament is ruptured, the 
tibia can be displaced forward with the knee 
extended; if the posterior cruciate ligament is 
ruptured, the tibia can be displaced backward with 
the knee fully flexed. The state of the ligaments, 
however, can be more easily gauged if to-and-fro 
movement is tested with the knee at a right angle. 
In this position a torn anterior cruciate ligament 
will allow the tibia to be displaced forwards, while 
a rupture of the posterior cruciate ligament will 
allow it to be displaced backwards. Very rarely 
are both ligaments ruptured. To cause such a 
lesion extreme violence is necessary, and there is 
complete dislocation of the knee. 

Rupture of the anterior ligament is the com- 
monest of these conditions, and it is brought about 
by a severe abduction strain at the knee joint. As 
is to be expected, the internal lateral ligament 
is invariably involved, and along with it the internal 
meniscus. Rupture of the posterior ligament alone 
is rare and is generally seen as the result of a 
motor-car accident, in which the patient has been 
thrown forward violently, striking the upper end 
of the front of the leg on the back of the front seat 
or the dashboard. 


-Disordered Meniscus. 
Internal Meniscus. 


Anterior Horn Lesions.—Anterior horn lesions 
are caused by an internal rotation strain of the 
femur on a fixed tibia with the knee slightly flexed. 
There is a feeling that something has given way 
in the joint, and the patient is unable completely 
to extend the knee, which is the seat of great pain. 
This is the classical picture in lesions of the anterior 
horn of an internal meniscus. Cases are seen in 
which the original trauma did not cause displace- 
ment of the meniscus and the locking has not 
occurred until the second injury, or even while the 
patient has been turning over in bed. There are 
many variations from the classical syndrome; but 
in the absence of the symptom of locking of the 
joint (by this is meant a sudden inability to extend 
the knee fully) and the’ sudden unlocking on a 
certain movement, a diagnosis ofan anterior horn 
lesion should be made with caution. After the 
original injury the knee invariably becomes swollen. 
If the injury has been very severe, the swelling 
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will be due to haemarthrosis and will appear within 
a few hours, whereas if the injury is not of such 
severity the swelling will be due mainly to synovitis 
and will not appear for twelve hours or so. 
Naturally there are variations and combinations 
in the causes of the swelling, as there are in the 
histories of different patients, There are cases seen 
in which there is no history of swelling, and in 
these the meniscus has probably become detached 
as the result of a series of minor injuries; in others 
the symptoms may be slight at first and may 
gradually become more pronounced until locking 
occurs. It is not the locking, however, that is so 
typical of anterior horn lesions, but the sudden 
unlocking of the joint. A history which contains 
the statement that the knee gradually unlocks 
should be viewed with the gravest suspicion as far 
as the meniscus is concerned; it means that the 
joint is involved in adhesions, and is as diagnostic 
as sudden unlocking is ofa torn meniscus. 

In the presence of a tear of the anterior horn 
of the internal meniscus there will be tenderness 
over the anterior end of the joint line, and in many 
cases an elastic resistance to full extension. In 
some cases there is no history of locking, and the 
diagnosis depends on the history of the type of 
injury, the sudden giving way of the knee during 
walking or running, the site of tenderness and the 
block to full extension. The following is a method 
of proving the presence of a loose anterior horn 
of a meniscus. The patient is asked to place the 
affected leg about eighteen inches in front of the 


other, to lunge forward and then to turn his body - 


as far as he can to the affected side and, with his 
hands on his hips, swing his body rapidly in the 
opposite direction as far as he can without moving 
the leg and foot of the forwardly placed limb. If 
the surgeon places his hands so that they encircle 
the knee he will feel a click during the rotation of 
the body; the manceuvre merely repeats the type 
of injury which causes a lesion of this part of the 
meniscus. This sign, however, is very difficult to 
interpret, unless the examiner has had considerable 
experience in examining knees. As in all lesions 


involving the knee joint, there will be considerable 


wasting of the quadriceps muscle. 

Posterior Horn Lesions.—Posterior horn lesions 
are caused by an external rotation strain of the 
femur on the fixed tibia with the knee in flexion; 
during this' movement the posterior end of the inner 
condyle sweeps over the posterior horn of the 
internal meniscus. The swelling of the joint behaves 
in the same way as in lesions under the previous 
heading, but there is no locking of the joint. The 
tenderness, once the acute symptoms have subsided, 
is confined to the posterior part of the joint line, 
and there may be a block to full flexion of the joint. 
The diagnosis depends entirely on the production 
of a “click” on manipulation of the knee while the 
patient is lying on the examination couch. The 
manipulation is cartied out in the following manner. 
The joint is flexed as much as possible, then the leg 
is externally rotated and abducted at the knee, 
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external rotation will be maintained, and the knee 
is gradually extended. As the torn part of the 
meniscus is caught between the tibia and femur a 
definite click is felt with the other hand on the 
joint. It can be readily appreciated that it is 
impossible to produce this click in the presence 
of a lesion in front of the internal lateral ligament, 
because the pressure between the two bones could 
not be maintained in any position past a right 
angle. Sometimes the click cannot be produced by 
external rotation of the leg, but is easily felt when 
the leg is internally rotated; while in other cases 
the click is most easily produced by free rotation 
of the leg while the knee is being slowly extended. 
In every case of posterior horn involvement of the 
internal meniscus this diagnostic click will be 
felt when one or other of these three manipulations 
is used. It is necessary to point out that this click 
can be produced in knees that are not the seat of 
any lesion to the menisci; but this does not inter- 
fere with the efficiency of the test, for in these 
latter cases the click is painless, whereas in the 
presence of a torn meniscus it is painful and 
produces the sensation of something slipping in 
the joint—e symptom of which most patients 
complain. 

Bucket-Handle Ldelins.--Batab handle lesions 
are caused by the same type of injury that produces 
a tear of the anterior horn, but of greater severity. 
In these lesions the symptoms are those of an 
anterior horn lesion with the addition of those 
of a posterior horn lesion. In the typical case 
there will be a history of locking and sudden 
unlocking of the joint, and a click will be felt on 
manipulation of the joint, as in an uncomplicated 
tear of the posterior horn. 


External Meniscus. 

Anterior Horn Lesions——In the case of the 
external meniscus anterior horn lesions do not 
occur so commonly as lesions of the posterior horn, 
but, when they do, the signs and symptoms are the 
same as in tears of the internal meniscus with 
the localization to the outer side of the joint. This 
last statement needs some qualification; the 
symptoms of a lesion of the internal meniscus may 
be referred to the outer side of the joint and vice 
versa, but the offending meniscus will be localized 
by the point of maximum tenderness; while a tear 
of the external meniscus is generally accompanied 
by a loud “clunk” on active extension of the knee. 
The latter sign is very evident in the presence of 
congenital diskoid menisci, which are practically 
confined to the outer side of the joint. 

Posterior Horn Lesions.—A tear of the posterior 
horn of the external meniscus is produced by the 
same type of injury that produces a tear of the 
anterior horn of the internal meniscus, and is very 
much more common than a tear of the anterior 
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horn. Locking of an indefinite type is sometimes 
seen in these lesions, and is due to the fact that 
the external meniscus is very much more mobile 
than the internal meniscus, which allows it to 
ride forward and project between the bones in the 
front of the joint. Very much more common than 
this indefinite locking, however, is the statement 
that the knee is constantly giving way, while 
occasionally the same type of “clunk” that is heard 
in anterior horn lesions is encountered. In all 
posterior horn lesions, however, a click can be felt 
on manipulation of the joint. With these posterior 
horn lesions of the external meniscus the click is 
invariably felt with the leg in internal rotation at 
the knee joint as the leg is gradually extended; 
otherwise the’ procedure is the same as for the 
detection of similar lesions of the internal meniscus. 


Bucket-Handle Lesions. —Bucket-handle lesions of 
the external meniscus are similar to those of the 
internal meniscus. At times when the patient 
extends the knee joint a loud click, which originates 
in the hip joint, is heard; it has a deeper note, 
with a musical sound, than that emitted by a torn 
external meniscus, which is best described as a loud 
“elunk”. 


Exostoses. 


Sometimes exostoses attached to the lower end 
of the femur or to the upper end of the tibia 
interfere with the action of the tendons in the 
vicinity, and as the latter ride over them they may 
make a noise suggestive of a tear of the external 
meniscus. This slipping of the tendons over an 
exostosis may give the patient the sensation that 
something is displaced inside the joint. To rule 
out the presence of these exostoses it is essential 
to place the hands all round the joint, as well as 
to have an X ray examination made. In this 
condition the wasting of the quadriceps is minimal. 


Adhesions. 


Failure on the part of the medical profession 
to recognize the occurrence of adhesions in and 
round joints has been one of the greatest assets 
of the bone-setter and his kind. Adhesions follow 
any injury in which repair has to take place or 
which causes edema; they invariably accompany 
infective processes and apparently can occur as 
the result of toxemia. Seen in every stage from a 
fibrous ankylosis to a slight scarring in the capsule 
or periarticular tissues, they give rise to difficulty 
in diagnosis only in the moderate and minor 
degrees, and it is precisely. in these latter con- 
ditions that so much benefit can be given by 
judicious manipulation of the involved joints. In 
the knee, adhesions follow sprains, which may 
involve the capsule, muscular attachments and 
ligaments, fractures into or in the vicinity of the 
joint, dislocations, contusions, prolonged immobi- 
lization (especially in. a position of strain) and 
inflammatory conditions. Realizing that they occur 
as a result of these different conditions, the surgeon 
should do all he can to prevent their formation, 





or at any rate to minimize it, for its prevention 
is impossible in a number of instances. 


The diagnosis of the type of adhesions that are 
likely to be confused with a torn meniscus is the 
subject with which we are mainly concerned at 
present. This depends on the history of injury, on 
the wasting of the quadriceps muscle, on the com- 
plaint of pain, especially when the adhesions are 
stretched (although the knee may be the seat of 
a constant ache), and on the presence of stiffness, 
which, in the case of minor injuries, will have been 
severe within forty-eight hours of the injury. In 
addition, there will be the complaint that going up 
or down stairs is difficult and painful. At times 
the patient will volunteer the information that the 
knee becomes “stuck” at frequent intervals; but he 
will always say that it becomes gradually 
“anstuck”—there is never the sudden unlocking 
which is encountered in lesions of the menisci. On 
further questioning it will be learned that after rest 
the knee is very stiff; that when the first attempt 
to use it is made, pain occurs; and that after it has 
been moved for a while the range of painless move- 
ment increases, but the stiffness and pain return 
after prolonged use. This sequence of events is 
frequently seen in chronic arthritis and means that 
adhesions are the cause of the symptoms. That, 
however, is another story. Another diagnostic fact 
is that a sudden unguarded movement will cause a 
severe pain in the joint, which lasts only a few 
minutes at most; whereas a similar trauma in a 
joint affected by arthritis will cause pain which 
lasts for half an hour or more. On examination the 
sites of the adhesions are tender, but the out- 
standing signs are the limitation of movement in 
only one direction, or at most two, and the fact 
that there is always the same pain in the same 
spot on the same movement. With a lesion of one 
of the menisci pain may be caused by a certain 
movement at times, but not at others. There is 
always the final test of manipulation of the joint 
under anesthesia ; if the symptoms are permanently 
relieved, the diagnosis was obviously that of 
adhesions. With attention to the symptoms and 
signs enumerated above this latter method of 
diagnosis will rarely, if ever, be needed. 


Loose Bodies. 


Loose bodies are a common cause of wrong diag- 
nosis in disorders of the knee joint. The classical 
symptoms are sudden attacks of severe pain accom- 
panied by synovial effusion and momentary locking. 
If multiple loose bodies are present the locking is 
more frequent but not so painful. Another feature 
of the locking is that it occurs in different parts 
of the joint. If the loose body should become 
attached to the synovial membrane the classical 
symptoms will cease, but the subsequent growth in 
size of the body will make its presence felt. These 
bodies can be palpated in many cases, and in some 
instances the patient has discovered them himself. 
The diagnosis is helped by means of X rays when 
ossification has occurred; but X rays are of no 
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cartilage and fibrous tissue. Frequently these are 
discovered only after the joint has been opened for 
the removal of a supposedly torn meniscus. 


Fractures of the Tibial Spine. 


Either the internal tubercle, the external tubercle 
or the whole tibial spine may be involved in a 
fracture. The whole spine or internal tubercle is 
avulsed by the anterior cruciate ligament, and the 
mechanism of the lesion is the same as that of 
ruptures of that ligament.. As a rule the spine is 
displaced anteriorly after avulsion and then acts as 
a block to full extension. This block can be dis- 
tinguished from that caused by a torn anterior 
horn of a meniscus or by an enlarged fat pad by 
the bony sensation it imparts when an attempt is 
made to extend the knee fully. The external tubercle 
of the tibial spine is fractured by the impingement 
on it of the external condyle of the femur during 
an injury similar to that which produces a lesion 
of the internal meniscus; consequently an injury to 
the latter must be kept in mind with a fracture 
of this nature. There is some displacement of the 
fragment to the inner side, which also causes a 
block to complete extension. In both instances the 
fracture can be seen in the skiagram. 


Conclusion. 


At some time or other I have seen each of the 
conditions mentioned in my “ossific meals” diag- 
nosed as a lesion of the cartilage—and with con- 
fidence too. The more experience we have, the 
more careless we are apt to become, and therefore 
the more we may overlook the true cause of the 
patient’s' symptoms. Admittedly there are worse 
tragedies than the opening of a joint for removal of 
a normal cartilage ; but we deserve a severe reproach 
if this is done; and the less often we do it, the 
better surgeons we become. The same remarks apply 
to failure to diagnose a lesion of the posterior horn 
of a meniscus, for the diagnosis can be made by 
application of the tests I have described. 


— — — — 
A NOTE ON THE TYPE OF HAZMOLYTIC STREPTOCOCCI 


OCCURRING IN AN OUTBREAK OF PUERPERAL 
SEPSIS. 





By Lucy M. Bryce, 
Commonwealth Serum Laboratories, 
Melbourne. 





IN a previous paper, Dr. Phyllis Tewsley and I‘ 
described the results of investigations made in 
connexion with an outbreak of puerperal sepsis which 
occurred in December, 1935. A hemolytic strepto- 
coccus was isolated from the biood stream of a patient 
(Mrs. ©.), which subsequently was found to belong 
to Lancefield’s Group A. It. was also found that of 
the 32 professional contacts of the three patients 
concerned, 15 harboured hemolytic streptococci ; 
of these strains seven were classified as Group A. 





hospital at intervals of five and nine months 
respectively after the outbreak of sepsis, at which 
times there was no infection among patients, revealed 
a carrier rate for Group A streptococci of 2 among 67 
individuals in the first instance, and 5 among 74 in 
the second. The incidence of these organisms 
among the 32 contacts was therefore regarded as 
abnormally high, in -the light of our subsequent 
findings and of those reported and discussed by 
Hare‘ in England. 

We realized that examination of our strains by 
Griffith’s method’ would have afforded more precise 
information concerning the epidemiological relation- 
ship between the patient’s and contacts’ strains, but 
preva: te not available at the time to undertake 
this work. 


In 1938, however, through the courtesy of Professor 
A, A. Miles and Dr. Joyce Wright, I had the 
opportunity at the Bacteriological Department of 
University College Hospital Medical School, London, 
of applying Griffith’s method of typing to the strains 
isolated from the patient (Mrs. ©.) and the carriers 
among the contacts. 


In view of comments on our paper which appeared 
in The British Medical Journal (in* which the 
handicap of lack of facilities for typing was noted) 
and in The Lancet'®) (in which it was suggested that 
the difference in carrier rate at different times might 
be due to seasonal variation), and also in view of 
recent work on the types of hemolytic streptococci 
oceurring in Australia, such as that of Keogh and 
Kelsey in Melbourne'® and Rudd, White and Ward 
in Sydney,‘” the following facts may be of interest, 
as supplementary to those recorded in our previous 
paper. 

The strain isolated from the patient (Mrs. O.) was 
found to belong to Type XXII, as were also six 
(Numbers 3, 4, 6, 7, 17 and 18) of the seven strains 
from contacts placed by usin Group A. The seventh 
strain (Number 20) belonged to Type V. It was found 
also that two other strains (Numbers 2 and 5) which 
did not (by the acid extraction method) give precipitin 
reactions ed by us as specific for Group A, 
belonged to Type XXII. On my return to Melbourne 
our strains were added to the collection being classified 
by Dr. E. V. Keogh and Mr. R. T. Simmons, at the 
Commonwealth Laboratories. Using the 
formamide method of Faller,’ published since Dr. 
Tewsley and I completed our work, it was found that 
our second and fifth stfains gave definite Group A 
reactions ; their classification as Type X XII was thus 
confirmed. 


There are three chief points of interest arising from 
this investigation : 

(1) The first is the inclusion in Group A of two 
more strains from our series of 32 contacts, which 
raises the number of carriers to nine; in eight of 
these the strains isolated were of the same type as 
that causing the infection. This identity of strains 
occ: in the patients and in such a high proportion 
(25%) of contacts supports, I think, our suggestion 
that there was a significant relationship between the 
abnormally high carrier rate at this time and contact 
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with an infected person. If, as suggested in The 
Lancet,“ it was merely due to seasonal variation, it 
seems unlikely that such a large proportion of the 
strains would be of one type, and, moreover, a type’ 
not commonly found, so far, among the strains 
iny ted in Australia. It would be necessary, 
however, to make observations of greater numbers of 
persons over a period of years before the influence of 
seasonal variation could be determined with any 
certainty. 

(2) One of this group of contacts whose strain 
(Number 4) belonged to Type XXII, was the nurse 
whose attack of tonsillitis was regarded as the 
possible source of infection of the first patient 
(Mrs. A.). This nurse had no further contact with 
the other two patients or other members of staff after 
the onset of her tonsillitis; and although I did not 
have the opportunity of obtaining cultures from her 
throat at this time, it is possibly of significance that 
she was found to be harbouring Type X XII strepto- 
cocci when her throat was swabbed before her 
proposed return to duty some three weeks later. 

(3) It may be noted that in a total of 271 strains 
typed by Keogh and Kelsey, the majority of which 
were from cases of scarlet fever, but which included 
also strains from normal throats, surgical infections, 
and puerperal sepsis, Type XXII. was encountered 
only in connexion with the puerperal infections ; 
and among the 784 strains typed by Professor Ward 
and his associates in Sydney, the majority of which 
were also from cases of scarlet fever, but which 
included 57 typed strains from other sources (including 
a few from puerperal cases), no Type XXIT strains 
were encougtered. 
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A HISTORY OF SURGERY. 





Atruovuan the history of surgery has been recorded by 
Many writers, it may be doubted if there has yet appeared 
a work on the subject as comprehensive and entertaining 
as Harvey Graham’s “Surgeons All”* As stated in the 
preface, the book is written for the “ordinary man or 
woman—as distinct from that nebulous and rather awe- 





3. Graham, with a foreword by O. St. 


All”, 
py Medium 8vo, 


1 “Surgeons 
John Gogarty ; 1939. London: Rich and Cowan. 
_ pp. 441, with Wustrations. Price: 18s. net. 





logical and Clinical | 














inspiring creature the intelligent layman”; but it is. to 
the medical reader, vaguely familiar with much of the 
subject matter, that it will perhaps most appeal. In an 
appreciative foreword Oliver St. John Gogarty admirably 
describes the work as a “history of surgery from the dawn 
of Man and an instructive forecast of the future”. In a 
short review it is impossible to give more than an outline 
of the wide range covered by the book, but a brief sketch 
of some of the principal features may be attempted. 

In the opening chapter the reader is given a glimpse 
of surgery as practised in Neolithic times. Trepanning 
is the earliest surgical procedure of which we have 
evidence, and an account is given of this operation as 
performed by the primeval surgeon. Circumcision is 
also an operation of great antiquity, and in a discussion 
of its history and ethnological importance the author has 
not overlooked the important contributions to the subject 
by the late Grafton Elliot Smith. In the ancient world 
the Sumerians, founders of -the first organized civilization, 
are believed to have practised surgery of a fairly high 
order. The Code of Hammurabi shows that as early as 
2250 s.c. attempts were made in Babylon to regulate 
surgery and to draw up a scale of fees. Surgery was not 
practised extensively by the ancient Egyptians, although 
they possessed considerable knowledge of medicine, as 
well as of public health measures and hygiene. It was in 
India that the surgery of ancient times seems to have 
been most advanced. Besides operations such as cupping 
and bleeding, cauterization and rhinoplasty were employed 
and cutting for stone was common. As early as 1500 s.c. 
text-books of surgery appeared in India and some attempt 
was made at the study of anatomy. In general it may be 
said that the standard of surgical knowledge in India 
ranked as high as the knowledge of medicine, general 
therapeutics and hygiene that obtained in Egypt. Con- 
siderable knowledge of surgery also existed in China about 
this period; but it was in Greece that the surgery of these 
early times made the greatest advances. 

The earliest accounts of surgery and medicine in Greece 
are associated with Asklepios, a Thessalian chief to whom 
remarkable feats of healing were attributed in myth and 
legend. Temples of Asklepios were erected throughout 
Greece, where healing was practised by the priests or 
Asklepiade, but in the record of the miraculous cures 
effected rational surgery finds no place. With the advent 
of Hippocrates, however, a new era began and Greece 
attained a leadership in surgical knowledge which it main- 
tained for some four hundred years. From Greece the 
teachings of Hippocrates were carried to Rome, where 
surgery was to make remarkable advances through the 
writings of Celsus and the observations of Galen. Though 
they knew little of structure and function in the human 
body, Greek and Roman surgeons attained a’ high degree 
of skill as operators. In Rome, surgery, perfected as a 
manual art, now exhibited a tendency to develop as a 
science. But a great eclipse was at hand, and with the 
decline of Roman civilization surgery sank into an 
obscurity in which it was to remain for many centuries. 

A long night of bigotry and superstition now settled on 
Europe. A crude and debased form of surgery was still 
practised, but in general mysticism, prayers and invoca- 
tions supplied the place of operations. Many strange 
practices, some of which survived until comparatively 
recent times, had their origin during this period. Diagnosis 
by water divining was popular, and as an example of 
therapeutics may be cited the treatment of spear thrusts, 
In these cases a salve was applied, not to the wound, but 
to the spearhead after its withdrawal from the patient. 
IllIness for which no cause could be found was ascribed to 
witchcraft, with the burning. of some unfortunate old 


.women as a consequence. But the flame of knowledge 


was not entirely extinguished. In many countries men 
were earnestly striving to rescue surgery from the degraded * 
state to which it had sunk: The Dark Ages were passing 
and freedom was beginning to dawn. Fostered by Vesalius 
in Belgium and by de Chauliac and Ambroise Paré in 
France, a great revival in surgery was beginning in Europe, 
while across the Channel the celebrated William Harvey 
was patiently conducting experiments which were to cul- 
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— in the most important surgical discovery of all 
me. 

It is in the later chapters, dealing with what may be 
described as the modern period, that the book possibly has 
its greatest value. From the time of John Hunter surgery, 
hitherto a mere trade, had taken on the status of a science. 
Cheselden and others had already raised the standards 
of craftsmanship in surgery. It remained for Hunter to 
devise methods of investigation upon which has been 
founded the science of experimental pathology. By patient 
observations and experiments on animals he was enabled 
to make contributions to biology, anatomy, physiology and 
pathology which were to revolutionize surgical thought 
and practice. Hunter died in 1793; but the generation of 
surgeons that followed, led by many of. his own pupils, 
was to put the seal on his work and place surgery upon 
a firm scientific basis. We read of Abernethy, boldly 
tying the external iliac and carotid arteries; of Jenner 
and his twenty-five years’ study of cowpox; of Physic and 
Dornley carrying Hunter’s teachings and methods to the 
New World. We follow with infinite pleasure the career 
of the great Astley Cooper, experimenting, lecturing and 
attending his colossal practice, and of the equally famous 
Charles Bell, men whose reputation as teachers made 
London the surgical» Mecca of Europe. From modest 
beginnings surgical education in Scotland grows vigorously, 
and Robert Liston and James Syme set the foundations of 
the celebrated Edinburgh school. The story of Lister and 
his great discovery is told in a chapter of extraordinary 
interest. It is not difficult to accept the author’s conclusion 
that all advances in surgery after Lister have been more 
or less dependent upon his genius. 

-There are many other features of interest in this book. 
An adequate account is given of the discovery of anzs- 
thesia, and other sections deal with body-snatching, with 
the barber-surgeons and guilds, and with quacks. The 
story of the “Celestial Bed” of James Graham, a notorious 
London charlatan, is surely one of the most curious in 
medical literature. The concluding chapters are devoted 
to a survey of present-day surgery and a forecast of the 
surgery of the future. 

Altogether this is an excellent book. The style is direct 
and lively, and there is a complete absence of footnotes 
and distracting references. The illustrations, comprising 
twenty-four well-reproduced plates, form a valuable supple- 
ment to the text. A full bibliography and index round off 
a —* which is certain to command a wide circle of 
readers. 





PHYSICAL DIAGNOSIS. 


Ws reviewed the eleventh edition of Dr. Cabot’s “Physical 
Diagnosis” in August, 1935. Since then the plan of the 
work has been entirely changed. For thirty years it has 
represented the author’s own unaided effort to describe 
and evaluate the methods ‘he himself used, and no others. 

Now he has adopted the opposite principle. Not enly has 
he called to his aid in the twelfth edition, of which the 
English issue lies before us, the collaboration of Dr. 
Adams, but he has accepted the assistance of a hundred 
others, so that the book is half as large again and now 
represents the views of the medical staff of the 
Massachusetts General Hospital* Even so, he does not 
attempt an exhaustive compendium of diagnostic methods, 
but treats some parts, especially the central nervous system, 
very scantily, so that the subject of brain tumour occupies 
less than half a page. 

The great difficulties of physical examination are fully 
recognized and the views exp are sane and 
restrained; thus we are told that percussed outlines do 
not correspond in size with the actual organs, yet there 
is a definite relation between the two, which remains 
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fairly constant, so as to make the acquirement of the 
difficult art of percussion well worth while, despite the 
magnificent development of Rintgenology. 

The new section on the taking of the patient’s history 
‘contains much wise advice. We should put him at ease, 
listen attentively to all he has to say, encourage the 
utmost frankness and confidence and never express sur- 
prise or disapproval at aught he may say. “More errors in 
diagnosis are traceable to lack of acumen in eliciting or 
interpreting symptoms than have ever been caused by 
failure to hear a murmur, feel a mass, or take an 
electrocardiogram.” 

A wide clinical experience is exhibited in remarks such 
as the resemblance to a palpable thrill of the diffuse 
impulse in cardiac neurasthenia. Before 1909 Samuel 
West had recorded displacement of the mediastinum by 
alterations in intrathoracic pressure, and Dr. Cabot and 
Dr. Adams tell us that, even apart from X ray examina- 
tion, this may be inferred by displacement of the trachea 
in the suprasternal notch; but they do not describe the 
excellent method of Dixon, of Charing Cross Hospital, 
for the eliciting of this valuable sign by bilateral 


palpation. 


The book is well printed in large type and is beautifully 
illustrated; the paper and binding also are excellent. 





PLASTIC SURGERY OF THE NOSE. 


THE monograph by J. E. Sheehan on nasal plastic 
surgery opens with a comprehensive description of the 
anatomy of the nose. The illustrations in this chapter, 
as in all, are an admirable feature. The author rightly 
points out that the anatomically perfect nose is seldom 
found in Nature and that consequently the task of the 
plastic surgeon in performing a rhinoplasty is so to 
fashion the nose that it will be in keeping with the other 
facial features. The deformities of the nose are divided 
into three main classes—those which affact the bony 
vault, those of the upper cartilaginous vault, and those 
of the lower cartilaginous vault. The second chapter is 
devoted to typical and distinctive operations. It is advised 
that access to the bony and upper cartilaginous vaults be 
obtained by an intranasal incision between the upper and 
lower lateral cartilages on each side. -A scalpel curved on 
the flat then separates the overlying soft parts from the 
nasal bones and upper lateral cartilages. Should exposure 
of the septum be desired, a narrow-bladed knife is 
transversely through the two incisions, which are extended 
in front of the septum to the floor of the nasal passages. 
A chisel is favoured for the correction of deformities of 
the bony framework. The incisions which have been 
mentioned permit of the insertion of cartilaginous grafts 
and of the removal of deformed cartilage. The mode of 
access to the lower lateral cartilage and how to deal with 
its deformities (for example, the ala in hare-lip) are also 
described. Not all plastic surgeons will agree with the 
uncompromising statement of the author that in operations 
for the replacement of the entire nose the use of a forehead 
flap with the pedicle above the glabella “is out of the 
question”. The author recommends a long curved flap 
extending from above the ear to the opposite eyebrow and 
supplied with blood by the superficial temporal artery. 
Chapter III deals in more detail with the corfection of the 
deformities of the three vaults. Treatment of different 
types of loss and the treatment of rhinophyma are 
covered in the fourth chapter. The last two chapters deal 
respectively with skin grafting and with pre-operative 
and post-operative care. 

This book has been well produced and is bountifully 
illustrated. It is a valuable addition to the works dealing 
with the subject, but the price of 54s. seems unduly high. 
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ONYALATI: AN AFRICAN HAMORRHAGIC 
DISEASE. 





In certain parts of Africa there occurs a hemor- 
rhagic disease that is greatly dreaded by the natives, 
for it often causes death. Its name is onyalai: a 
name with a sinister ring, a name that conjures up 
pictures of creeping witch-doctors and their hideous 
paraphernalia, and suggests the distant sound of 
chanting and of throbbing drums, the accompani- 
ment of the slow ebbing of a victim’s life. Doubt- 
less in the Dark Continent this disease, like many 
others, is generally attributed to the machinations 
of some person possessed of supernatural powers 
of effecting evil, and doubtless it would be difficult 
to persuade the average native that anything but a 
witch-doctor’s Mumbo-Jumbo could cure it. Onyalai 
is characterized by the formation of blood-filled 
vesicles in the mouth and nose and on mucous 
surfaces in other parts of the body; these vesicles 
rupture, with the result that severe hemorrhage 
occurs. The disease has been recognized in 
Portuguese West Africa, Rhodesia, Kenya and 
Tanganyika. Recently James Gear has reported 
seven cases from South Africa... His description 


2 South African Medical Journal, September 10, 1938. 








is so good as to merit a summary. The patient is 


usually a young adult who has previously been in 


good health. The onset is sudden. “Within a few 
hours after an initial feeling of lassitude, possibly 
slight fever and soreness and swelling of the tongue, 
bleeding begins from the mucous membranes, 
usually of the nose and mouth, where, on examina- 
tion, characteristic bulle are found.” These bulle 
extend into the corium and submucosa. The interior 
of a bulla is trabeculated and occupied by dark, 
“loosely coagulated” blood. Similar bulle may 
occur on the skin. Petechial hemorrhages are 
present. Hematuria and melena usually occur. 
“Amongst other signs are suffusion and slight 
swelling of the eyes and face, and swelling and 
tenderness of the parotid salivary glands.” The 
patient’s temperature may be slightly above normal. 
The bleeding time is prolonged and the coagulation 
time is normal. Sometimes there is evidence of 
diminished capillary resistance, sometimes not. The 
blood calcium content is low in some cases; the 
blood urea « vntent is relatively high. There is a 
profound thrombocytopenia. Spontaneous recovery 
occurs in some cases; in others death takes place 
as a result of great loss of blood or of hemorrhage 
in some vital organ. Three of Gear’s seven patients 
died. On making post mortem examinations he 
found numerous hemorrhages, “involving all the 
organs and surfaces of the body, the signs of a 
profound anemia, and, in some cases, hemorrhage 
involving some vital organ”. He remarks that the 
smaller petechie appear to result from bleeding 
from capillaries; but he suggests that as “the pres- 
sure of the blood is sufficient to distend and finally 
rupture the mucous membrane of the tongue and 
palate”, the bulle probably originate from larger 
vessels than capillaries, and pathological lesions 
of the arterioles may be found. He proposes to 
make a careful histological study of the arterioles. 
Various measures of treatment have been employed. 
Blackie obtained best results from the intramuscular 
injection of twenty cubic centimetres of citrated 
blood. The injection is repeated at intervals until 
bleeding ceases. This method was introduced by 
Morris. Gear found the usual methods of hemo- 
stasis to be useless in his series. Blood transfusion 
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was used in two cases: in one, bleeding ceased soon 
after the operation; in the other bleeding did not 
cease until two intramuscular injections of blood 
had been given. All the patients treated early by 
the intramuscular injection of blood responded well 
and recovered rapidly. Gear regards this measure 
as specific. ; 

In discussing etiology, Gear remarks on the close 
resemblance of onyalai to Werlhof’s disease. No 
cause has been found for the thrombocytopenia. 
Poisoning by Euphorbiacee has been suggested ; but 
Blackie has pointed out that this could not have 
been the cause in Southern Rhodesia. If the disease 
is limited to clearly defined areas, “the cause could 
be looked for in some similarly restricted factor”. A 
native, himself a witch-doctor, employed at the 
South African Institute for Medical Research, 
“ascribes the condition, which he calls ‘Umbulelo’, 
to the effect of a powder which has been sprinkled 
by an enemy in the path of the person for whom it 
is intended”. The antidote is the same powder, 
boiled. He did not disclose the name of the powder. 
This, of course, is a method of poisoning by hocus- 
pocus that is employed in many countries with a 
native population. Gear thinks it is unlikely that 
the disease is caused by an hereditary defect in the 
platelet-forming tissues; but he points out that the 
majority of patients are males, and the possibility 
of some significance in this sex distribution should 
not be overlooked. Deficiency of vitamin C has been 
suggested as a cause, but a colleague of Gear (Dr. 
Fox) found adequate amounts of this vitamin in the 


urine, and, post mortem, in the liver. 


Gear mentions the possibility that the thrombo- 


cytopenia may be an allergic manifestation. He 
goes on to say that megakaryocytes were present 
in the bone marow in normal numbers in the two 
of his cases that were investigated in this regard; 
he therefore concludes that there is an inhibition of 
the normal maturation of the platelets. The red 
blood cells and the leucocytes are produced 
normally. The lesson to be learnt from the effects 
of the injection of blood he takes to be as follows: 


The efficacy in treatment of blood injections suggests 
that there is a deficiency in some factor which is. made 
good by normal blood. This factor may be present in 
unaltered normal blood, but because blood administered 





intravenously seems less efficient than when given intra- 


muscularly it may be postulated that, just as nucleic acid 
derivatives of tissue destruction stimulate the production 
of leucocytes, so some substance formed by the contact 
of tissue and normal blood stimulates the maturation and 
production of platelets. 


He has not been able to determine which of the 
several constituents of the blood stimulates the 
formation of platelets. He suggests that a study 
with the object of obtaining this information should 
“yield results of great theoretical and practical 
interest”. 

There are several features that appear to dis- 
tinguish onyalai from essential. thrombocytopenia 
(the morbus maculosus hemorrhagicus of Werlhof). 
Only one of Gear’s seven patients gave a history of 
a previous similar illness; therefore, it may be 
assumed that, unlike Werlhvf’s disease, onyalai does 
not occur early in life, or, if it does, that it invari- 
ably causes the child’s death. Another striking 
difference is that, while in Werlhof’s disease there 
is a natural tendency to recovery from any acute 
exacerbation, in onyalai death is likely. On existing 
evidence onyalai must be regarded as a distinct 
entity. 

Gear’s work is of more than purely local interest. 
It may well be that his accurate descripticen of 
onyalai and the lines of investigation suggested by 
him will lead to the elucidation of some of the more 
general problems of the hemorrhagic diseases. 


— — 
<a 





Current Comment. 


THE EFFECTS OF PERTUSSIS UPON 
TUBERCULOSIS. 


M. Stseczt anp Estuer W. Goxpsercsr have 
investigated the effects of whooping-cough on tuber- 
culosis in view of publications to the effect that 
such an association is not as harmful as had been 
generally believed. D. Popischill, in 1921, reported 
an investigation of thousands of cases of pertussis 
in Vienna. He observed that amongst those who 
died there were few patients with active tuber- 
culosis and that tuberculosis was rarely the cause 
of death, although it was prevalent in Vienna. 
Popischill stated that he had never found an 
instance in which the influence of pertussis on 
tuberculosis could be proved. Different investi- 
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gators also have doubted the impression that per- 
tussis predisposes to miliary tuberculosis and 
tuberculous meningitis. An occasional fortuitous 
association has given rise to the belief that pertussis 
is a predisposing cause. A reduction in tuberculin 
allergy during pertussis has sometimes been noted. 
A similar reduction has also been reported in other 
acute infectious diseases, particularly measles. In 
studies of small groups of tuberculous children who 
had been under observation prior to the onset of 
pertussis, it has been reported that the whooping- 
cough gave rise to no ill effects on the tuberculous 
process. Others, however, occasionally observed 
activation of the tuberculous process. Various 
explanations have been given for such exacerbations. 
One important factor would seem to be aspiration 
of infective material during the deep inspiration 
which follows the spasmodic cough. As pointed 
out by Siegel and Goldberger, this might lead to 
bronchogenic dissemination in patients with open 
lesions. 

An outbreak of pertussis in the summer of 1936 
gave Siegel and Goldberger an opportunity of 
observing its effects on 25 children with pulmonary 
or extrapulmonary tuberculosis. In the outbreak 
there were paroxysmal cough, whoop and leuco- 
cytosis. The period of isolation lasted from five to 
six weeks. After isolation the children were 
observed for various periods from two to nineteen 
months. The children varied from one to seven 
years of age, with an average of three and a half 
years. A cavity could be seen in Only one case; 
acid-fast bacilli were detected in seven. A sedi- 
mentation rate of the red blood cells was unduly 
high in 15 instances. In seven there were con- 
stitutional symptoms. All the children gave posi- 
tive reactions to 0-01 milligramme of old tuberculin. 
The average stay at Sea View Hospital prior to the 
onset of pertussis was eleven months. During this 
period the course of the tuberculosis was retro- 
gressive in 20 children. Reactivation or dissemina- 
tion occurred in five. In two of these it was 
transient, appearing as recurring phlyctenular 
&kerato-conjunctivitis in one and as contralateral 
tuberculous pleural effusion in the other. In the 
remaining three the tuberculous changes were pro- 
gressive, leading to miliary tuberculosis in one, fo 
slow extension of an upper thoracic type of Pott’s 
disease in another, and to the development of a 
tuberculous focus in the metaphysis of the tibia 
in the third. During the period of isolation one 
infant developed fatal tuberculous meningitis in the 
paroxysmal stage of the pertussis. This infant had 
rapidly progressing primary pulmonary and miliary 
tuberculosis. Siegel and Goldberger state that, on 
account of the time relationship, the pertussis may 
seem to have been the predisposing cause of the 
tuberculous meningitis, but that it is impossible 
to decide the matter definitely. Tuberculous menin- 
gitis is known to supervene in infants who suffer 
from progressing primary and miliary tuberculosis 
in the absence of any history of pertussis. Examina- 
tions after the period of isolation disclosed no 





discernible ill effects in 18’children. Unfavourable 
changes were noted in six children, either immedi- 
ately after return from the isolation hospital or 
from two to four months later. Two of these six, 
prior to the advent of pertussis, had. progressing 
extrapulmonary foci, and these continued to 
advance after. the pertussis. Four children gave 
evidence of pulmonary changes; these were con- 
sidered as tuberculous in two instances and non- 
tuberculous in the other two. In neither of the 
children with extrapulmonary. tuberculosis were . 


| any differences noted in the rates of progression of 


the tuberculous foci before and after the pertussis; 
nor were there any indications of a change in tuber. 
culous activity resulting from the pertussis. 

Siegel and Goldberger discuss in detail some of 
the cases and conclude that, with one possible 
exception, pertussis apparently had no_ specific 
effect on the children studied by them. They grant, 
however, that the small number of children observed 
and the general mildness of the disorder do not 
allow them to state categorically that pertussis has 
no effect on an active pulmonary tuberculosis. 
They consider it reasonable to assume that a focus 
in the lung in open communication with the air 
passages may spread by the bronchogenic route 
under the effect of convulsive attacks of coughing, 
which raise the infected exudate to a higher level 
along the bronchial tree. Infective material may 
be conveyed to healthy parts of the lung by deep 
inspiration after coughing. Completely arrested 
tuberculosis of the lungs will probably not be 
aggravated by pertussis. Siegel and Goldberger 
consider that this is also true of extrapulmonary 
foci, except such as may be mechanically affected 
by the paroxysms. 





FUNCTIONAL INDIGESTION. 





Tue diagnosis of functional or nervous indigestion 
is very frequent nowadays, and it is not umnatural 
to ask whether such a diagnosis is likely to be 
accurate. Dwight L. Wilbur and John H. Mills 
have attempted to answer this question by studying 
the records of 354 patients who, after examination 
at the Mayo Clinic, received a diagnosis of 
functional or nervous indigestion or its equivalent, 
and who were reexamined at the clinic some years 
later‘: A wide diversity of symptoms was shown 
by the patients in this group, and the clinical 
pictures resembled those observed in all types of 
gastro-intestinal disease. Belching, fullness and 
heaviness in the upper part of the abdomen after 
eating were the most common symptoms. Next 
came nausea, vomiting, eructations of gastric con- 
tents and relief of symptoms following administra- 
tion of sodium bicarbonate. Heartburn was present 
rather infrequently. In more than half the cases 
the patients stated that they were nervous or else 
the presence of this symptom was noted by the 
physician. 


1 Annals of Internal Medicine, December, 1938. 











THE MEDICAL JOURNAL OF AUSTRALIA. 





June 17, 1939. 








At the first examination of the patients in this 
series, physical and laboratory examinations were 
made with the thoroughness for which the Mayo 
. Clinic is famous. Anemia was not frequently 
found. The results of gastric analysis of the patients 
in this series varied widely, but were much what 
one might expect to find in a group of normal 
individuals of the same age and sex. X ray exam: 
inations of the stomach were made in most cases, 
and in the majority revealed no abnormality. 
Reexamination of these patients at the clinic some 
years later confirmed the original diagnosis in 
856% of cases. The authors conclude that the 
accuracy of the diagnosis of functional indigestion, 
when a thorough examination is made, compares 
favourably with that of most other conditions. In 
39 patients (11% of the total) organic disease of 
the gastro-intestinal tract was found at subsequent 
examination. It is, of course, not logical to conclude 
that in all these patients organic disease was 
present at the time the original diagnosis was made, 
though in the case of duodenal or gastric ulcer it 
seems likely that this was so, and in 19 of the 39 
cases a final diagnosis of duodenal ulcer was made. 
In 12 patients of the series of 354 organic disease 
outside of the gastro-intestinal tract was found at 
subsequent examination ; but it was, of course, diffi- 
cult to assess the relationship, if any, of the disease 
eventually discovered to the digestive symptoms 
originally complained of. 

Wilbur and Mills compare their work with a 
study of cases of chronic nervous exhaustion con- 
ducted by May and Allen, in which the accuracy 
of diagnosis was found to be about 94%. They 
believe that when a diagnosis of functional dys- 
pepsia is made after careful examination, the 
diagnosis is likely to be correct in about 89% of 
cases. The lesions most likely to be overlooked or 
perhaps to develop over a period averaging seven 
years are duodenal and gastric ulcer and cholecystic 
disease. When the patient is a man who presents 
a story suggestive of ulcer, a diagnosis of functional 
dyspepsia should be made only after a very thorough 
investigation ; and then it is well to add the reserva- 
tion that an unrecognized ulcer may be present or 
may develop subsequently. 

The authors describe their findings with the 
orderly precision, the remote, somewhat Olympian 
detachment that characterizes the best of American 

medical writing. Theirs not to wonder why so 
many persons suffered from functional indigestion 
or to speculate whether the cause was overwork or 
overfeeding, idleness or worry, deficient endocrine 
capital or vitamin income. These questions they 
leave to tnose—and their name is certainly legion-— 
who write of such things in the highly specialized 
journals appropriate to them. Nor do they draw 
a moral from their findings, rightly leaving morals 
to philosophers and others. After all, the moral 
was well pointed by Plato 2,300 years ago: 

Do you not think it. disgraceful that men should need 


medical treatment, not for. wounds or because of epidemics, 
but because their idle or mistaken manner of life fills 











them with humour and winds till they are like pools of 
water, and the sons of Asclepius have to invent new names 
for diseases, such as “flatulence” and “catarrh’’? . Is 
not such a state of affairs the strongest possible proof of 
a faulty system of education and upbringing? 





THE USE OF “M AND B 693” IN URINARY 
INFECTIONS. 





Tue undoubted success achieved by the sulphanil- 
amides in the control of urinary infection has 
already received wide medical publicity. There 
have, of course, been a percentage of failures, and 
sulphanilamide and its nearer relatives have pro- 
duced a certain number of toxic manifestations. 
“Uleron” and “M and B 693” were known to be less 
toxic, but were considered to be also less bacteri- 
cidal. The latter substance, “M gnd B 693” | (2- 
sulphanilylaminopyridine) has recently been demon- 
strated to be effective against a wide group of 
organisms, including those infecting the urinary 
tract. Of the numerous reports of the value of this 
substance in cystitis and pyelitis, an account by 
G. Melton and A. Beck is one of the most practical 
and straightforward." 

A total of 71 patients’ with cystitis and pyelitis 
were treated solely with tablets of “M and B 693”, 
in doses averaging three grammes daily. Subse- 
quently the doses were reduced by half the quantity 
with equally effective results. The total amount of 
the drug prescribed usually varied from ten to 
twenty grammes, that is, seven to ten days’ treat- 
ment. The smallness of the dose is remarkable, and 
this, together with the short period required for 
sterilization of the urine, shows the advantages 
which drugs of this class have over their 
predecessors. 

Melton and Beck regarded their patients as cured 
when all symptoms had disappeared and no 
bacteria were observed in the centrifuged deposit 
or on attempted culture. They do not indicate 
whether the patients with chronic urinary infection 
remained bacteriologically cured for long periods 
afterwards. Of the patients with chronic 
pyelitis who were cured, one had renal calculi 
and had previously been unsuccessfully treated 
with sulphanilamide. The commonest organism 
encountered was Bacillus coli. Bacillus pyocyaneus 
and Staphylococcus albus also responded well to 
treatment. Streptococcus fecalis exhibited the same 
resistance to “M and B 693” as to sulphanilamide. 
Of the total of 71 patients, 56 were pronounced 
cured and in 15 cases failure was recorded. . The 
highest percentage of patients cured was obtained 
in acute pyelitis, where but one failure occurred. 
The 15 patients who failed to lose their infection 
were mainly those who had a chronic focus or 
source of irritation, such as a calculus or bladder 
diverticulum, or whose general body resistance was - 
at a low ebb, as in old age, anemia or diabetes 
mellitus. No untoward effects were observed when 


1The Lancet, April 15, 1939. 
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the drug was employed in the presence of renal 
damage. 

Nausea and vomiting were the chief toxic 
symptoms observed. Vomiting usually took place 
at once, and as a rule disappeared if the drug was 
persisted with, or disappeared if the dose was 
reduced. Deep cyanosis did not take place. Blood 
counts were commonly performed before and during 
therapy, but in only three patients did the white 
cell count fall below 4,000 per cubic millimetre. 
in spite of a slower rate of excretion than that of 
sulphanilamide, the concentration of the drug in 
the urine remained at much the same level, The 
pH. of the urine during treatment varied consider- 
ably and incensistently. None of the patients was 
given additional alkali by mouth. Subsequent 
estimation by Beck of the bactericidal capacity of 
the drug in vitro demonstrated that increased 
alkalinity of the urine did not increase its bacteri- 
cidal properties. Under average conditions, con- 
centrations of at least 15 milligrammes of “M and B 
693” per 100 cubie centimetres of urine were found 
necessary for satisfactory therapeutic effect. 

It would appear from the above results that 
“M and B 693” has earned further laurels as a 
satisfactory universal urinary disinfectant. The 
advantages of this drug over certain other members 
of the sulphanilamide group are enhanced by the 
discovery that what are actually very small doses 
are. practically as successful as the quantities 
originally advocated. The comparative freedom 
from both severe and mild toxic manifestations 
enhances its value. 





INTUBATION OF THE SMALL INTESTINE AS 
A CLINICAL PROCEDURE. 





InTEsTINAL obstruction is one of the most serious 
of abdominal conditions, for it may be extremely 
insidious and difficult of exact diagnosis or may 
constitute a formidable emergency. Doctors acting 
as ships’ surgeons for a trip have been heard to 
remark that they would not mind treating the 
ordinary run of medical troubles on board ship 
provided they were not faced with an intestinal 
obstruction. W. O. Abbott has written sundry 
articles on intestinal intubation during the past five 
years, and it may be surprising to many to learn 
from a recent article by this writer that this 
method has been used in the treatment of obstruc- 
tion of the bowel in the Hospital of the University 
of Pennsylvania in over five hundred cases.‘ The 
object of this procedure is, firstly, to empty the 
bowel and if possible to restore peristalsis, and in 
some instances perhaps to relieye the obstruction. 
It also enables information to be gained by which 
the adjustment of the fluid and electrolyte balance 
of the body may be made, and it is claimed that any 
surgical procedure which is carried out subsequently 
is simplified and made safe. The exponents of this 
method further claim that intubation drainage 





1 Archives of Internal Medicine, March, 1939. 








protects the suture line after operation and converts 
an emergency operation to one more deliberately 
conceived and carried out. 

The technique of intubation appears to be far 
from easy in all cases. The apparatus consists of a 
fine rubber tube used for aspiration of the intestinal 
contents, at the end of which is a thin rubber 
balloon. The balloon is inflated by another fine 
tube which runs either inside the other tube or 
beside it. The whole assembly is of sufficiently 
small calibre to allow its introduction through the 
nose, and when the tip has entered the duodenum, 
but not before, the balloon is inflated by means of 
the small tube. The arrival of the balloon in the 
duodenum may be ascertained by fluoroscopy or 
by the feeling of resistance observed when air is 
forced into the balloon by a syringe, for no resis- 
tance will be ‘felt until the end of the tube leaves 
the stomach. Inflation enables the jejunum to 
engage the balloon; and, carried by the peristaltic 
waves, it quickly passes onwards. Abbott and 
others have shown that successive decompression 
of the upper part of the intestine can be accom- 
plished when the obstruction is lower down, peri- 
stalsis thus being resumed in these upper zones, 
provided the muscularis of the bowel is still viable. 
The restoration of muscular function is not the 
only desideratum, however, although it may be a 
very vital one even after operation has removed a 
mechanical obstruction. The loss to the body of 
water, electrolytes and plasma protein are also 
serious matters, and it has been shown that many 
of the most grave symptoms seen in obstruction are 
due to this cause. Careful work has also shown 
that the ideal method of restoring salts and fluids 
involves some accurate knowledge of the amount, of 
each required, and observation of aspirated materiai 
may thus give useful information. Abbott points 
out that in certain cases of obstruction due to 
inflammatory abdominal lesions complete relief 
may be obtained by efficient drainage, and that this 
indication alone would justify special attention to 
the value of the method. He further stresses the 
advantage of being able to defer operation in some 
cases, so that the shocked and dehydrated patient 
may gather strength for the ordeal without any 
corresponding handicap due to delay. In certain 
cases the conversion of an acute to a subacute 
obstruction may make it possible to use X rays 
not only for the display of fluid levels, as is widely 
practised in many centres now, but also for the more 
exact localization of the site of obstruction by the 
visualization of a small quantity of barium emulsion 
introduced through the tube. 

Finally Abbott claims that the expert use of this 
measure does not add to the hazards of acute 
intestinal obstruction, and frequently adds to the 
comfort and safety of the patient. Intestinal 
obstruction may tax the resources of the most 
skilful and experienced surgeons, and further study 
of this specialized method might be profitable, even 
though it added to the technical equipment neces- 
sary for those interested in this work. 
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Abstracts from Current 
Wedical Literature. 


PAZDIATRICS. 


Severe Hemolytic Anzmia due to 
Sulphanilamide. 


Pumie Rosenstum (Archives of 
Pediatrics, August, 1938) draws atten- 
tion to the various toxic reactions 
that have been observed. to accom- 
pany the use of sulphanilamide, 
including cyanosis, acidosis, fever, 
dermatitis and granulopenia. The 
occurrence of acute hemolytic anemia 
is, however, unusual, and the author 
gives details of a case of this disorder. 
It develops rapidly in a patient who 
has taken the drug for a relatively 
short time. There is a sudden massive 
hemolysis, indicated by icterus, rapid 
diminution in the hemoglobin con- 
tent of the blood, and the appearance 
of urobilinogen in the urine. At the 
same time the patient appears very 
toxemic and ill, though there may be 
little or no fever. The blood count 
reveals a severe anemia, with 
evidence of regeneration in both 
white and red cells. The number of 
leucocytes is increased, with a shift 
to the left. Recovery follows dis- 
continuance of the drug, transfusion 
of blood and symptomatic treatment. 
The author stresses the necessity 
for careful observation during the 
administration of sulphanilamide. 


Bronchiectasis in Children. 


In order to point out the funda- 
mental principles involved in the 
diagnosis, pathogenesis and preven- 
tion of bronchiectasis, Antoinette Raia 
(American Journal of Diseases of 
Children, October, 1938) has studied a 
series of cases in which histories 
showed prominent disturbances of the 
respiratory tract according to grada- 
tions of descending severity. The fact 
that a patient with bronchiectasis is a 
chronic invalid, whose life expectancy 
is shortened by ever-recurring attacks 
of pneumonia, makes the condition 
one of the most dreaded of pulmonary 
afflictions. 
tance of the conviction that bronchiec- 
tasis in adults frequently has its 
inception in early life, the importance 
of the disease in children is receiving 
increasing attention. As with preven- 
tive measures in all branches of 
medicine, the interest in this par- 
ticular condition has been extending 
more and more to early recognition 
and especially to prevention. Infec- 
tion and obstruction seem to play the 
chief role in the production of 


anatomical and physiological pul- | 


monary damage. This damage may be 
of such severity as to result in acute 
bronchiectasis. More frequently it 
results in a low grade chronic inflam- 
mation of the bronchi, which renders 
them less resistant to subsequent bac- 
terial invasion. Eventually bronchial 


| the need for treatment. 


| symptoms of 
| respiratory tract, and by thorough 


With the general accep- | 





dilatations may develop unless proper 
remedial measures are instituted. The 
recognition of this subacute patho- 
logical state, with its far-reaching 
| possibilities, deserves particular stress 
| and has led to the clinical description 
| of the case of potential bronchiectasis. 
The use of iodized oil is of invaluable 
| assistance in the determination of the 
| exact nature of bronchial dilatation, 
| but its limitations must be empha- 
| sized. The findings of this method 
should not be made the absolute 
criterion of damage to a lung or of 
In the final 
| analysis the determining factor must 
be the functional capacity of the lung, 
even when anatomical changes cannot 


| be demonstrated clinically. The prog- 


nosis of well-established bronchiec- 
tasis is admittedly discouraging, even 
though recent surgical advances offer 
a new hope to those victims in whom 
no improvement can be expected from 
‘medical care. The intelligent approach 
to the problem, however, must be 


| made through the recognition of those 


conditions which predispose to bron- 
chiectasis. Much can be accomplished 
by diligent investigation and care of 
the child with recurrent or chronic 
involvement of the 


treatment of every attack of pneu- 
monia which is prolonged or which is 
preceded by measles or pertussis. 
Continuance of rest in bed until the 
febrile period has subsided and also 
until the physical signs and skiagram 


| have completely cleared is essential. 
| Proper pulmonary drainage by pos- 


ture, and if necessary by bronchoscopic 
treatment, must be instituted. While 


| this is being done, foci of infection in 


the. sinuses and tonsils must be 
eradicated. Subsequent hygienic 
measures cannot be too strongly 
stressed. Sufficient rest and a properly 
balanced diet with a high vitamin 
content are important. Care must be 


| exercised in the avoidance of exposure 


to infections. The establishment of 
sanatoria in warm climates for these 
children with damaged lungs would 


| be of most practical value. 


Sulphapyridine in Primary Pneumo- 
coccal Pneumonia and in Pneumo- 
coccal Pneumonia Associated 
with Measles. 


Horace L. Hopes, Wim C. 
Strecer, Junior, ErHet WALKER, 
Mactyn MoCartHoy anp Rosert G. 
Suirtey (The Journal of Pediatrics, 
April, 1939) treated with sulphapyri- 
dine 71 patients, proved radio- 


| logically to have pneumonia. Typable 


pneumococci were isolated from the 
naso-pharynx in each instance. Thirty- 
three of the patients had primary 
pneumonia, and in 38 cases the 
pneumonia . was associated with 
measles. All the patients recovered. 
In nearly every case the temperature 
became normal and improvement took 
place within forty-eight hours after 
the institution of treatment. All the 
patients received sulphapyridine by 
mouth. The dose varied between 1-2 


grammes and 6-0 grammes in twenty- 
four hours, according to the age of 
the child. The drug was given every 
six hours. In many instances the 
total twenty-four hour dose was given 
at once on admission to hospital. In 
most cases the drug was continued 
until the temperature had been normal 
from five to eight days, and for a 
longer period when otitis media or 
|. infected pleural fluid was present. The 
concentration of sulphapyridine was 
| determined by a modification of 
| Marshall’s method for sulphanilamide. 
Mild anorexia occurred in many of the 
cases, and nausea and vomiting 
occurred in a few. Seldom were these 
symptoms sufficiently severe to neces- 
sitate stoppage of the drug. Granulo- 
cytopenia occurred in a mild form 
five times and in a more severe form 
once. All these patients recovered 
promptly when the drug was with- 
drawn. Frequent hemoglobin estima- 
tions were made, but no significant 
changes were noted. Gross hematuria 
was seen in two cases; the urine 
became clear within a few days after 
the drug was stopped. Addis counts 
and kidney function tests have 
revealed no permanent renal damage 
following the hematuria. Cyanosis 
has been seen only rarely, and the 
authors are certain that in only one 
| case was it caused by the drug and 
not by the pneumonia. It is possible 
that these reactions may be avoided 
by the use of smaller doses. Further 
experience may show that the dosage 
used is larger than that necessary to 
produce effective therapeutic results. 








sillectomy and Adenoidectomy. 


MAXWELL STILLERMAN AND ALFRED E. 
| Fischer (American Journal of 
| Diseases of Children, October, 1938) 
report thirteen cases of acute anterior 
poliomyelitis following tonsillectomy. 
In all cases the diseases occurred from 
ten to twenty-two days after the opera- 
tion. The bulbo-encephalitic type 
developed in nine of the thirteen 
| cases. The interval between the opera- 
tion and the onset of the disease and 
the much higher incidence of the 
bulbo-encephalitic forms suggest the 
operative field as the portal of entry 
|.of the virus into the central nervous 
| system. Tonsillectomy and adenoidec- 
| tomy should not be encouraged when 
poliomyelitis is epidemic. 


| Poliomyelitis following Recent Ton- 





The Fate of Children with Primary 
Tuberculosis. 


J, A. Myers anv C. A. Stewart (The 
Journal of the American Medical 
Association, April, 1939) followed up 
for a period of ten years 446 children 
with positive reactions to the injection 
of tuberculin, but without clinical pul- 
monary lesions, and 772 children who 
did not react to the injection of tuber- 
culin. For the former group the 
average age at the .first examination 
was seven years, and for the latter 
6-6 years. At the end of the follow-up 
period it was found that 67 of the 
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positive reactors (15-02%) were ill, 
with the reinfection type of disease, 
while of those who had failed to react 
only 13 (1-68%) were ill. Thus there 
were nine cases of tuberculosis among 
the reactors to one among the non- 
reactors. The ratio between the mor- 
tality rate for the reactors and that 
for non-reactors is 38 to 1. 





ORTHOPADDIC SURGERY. 





Non-Union and Bone Grafts. 


N. T. Kirx (The Journal of Bone 
and Joint Surgery, July, 1938) dis- 
cusses the treatment of ununited 
fractures with bone grafts, usually 
obtained from the inner surface of the 
tibia. Various types of graft have 
been used: the inlay type of Albee; 
the massive “on-lay” graft of Hender- 
son, -who uses beef bone screws for 
fixing it to the fragments; a similar 
type of graft, fixed with autogenous 
bone pegs, which is preferred by 
Campbell; osteo-periosteal grafts; and 
multiple bone chips. The use of the 
massive type of graft has been fol- 
lowed by a large measure of success, 
which depends to a great extent on 
adequate preparation of the graft bed. 
The scar tissue between the bone ends 
is removed, the bone ends are 
freshened and the medullary canal of 
both fragments is opened. The rounded 
cortical bone is flattened by a chisel, 
about one-third of its diameter being 
removed for the reception of the flat 
graft, so that the blood supply of the 
graft bed will be derived from the 
medullary circulation. The author 
expresses the opinion that the graft 
primarily acts as a means by which 
circulation is reestablished between 
the two ununited fractures. The use 
of the intramedullary peg graft has 
been abandoned except in the meta- 
physis of long bones, such as the neck 
of the femur and the olecranon 
process of the ulna. He has evolved a 
self-retaining type of inlay graft with 
bevelled ends that serve to lock it 
in position in the similarly bevelled 
graft bed. Absolute fixation of a 
graft to its bed is essential, or death 
of the graft will occur. Secure plaster 
fixation of the limb is an _ essential 
post-operative step; and after removal 
of the cast a properly fitting brace is 
worn until union is firm. 


Fractures of the Leg. 


R. Aknorp Griswotp ann G. W. 
Hormes (Surgery, Gynecology and 
Obstetrics, February, 1939) discuss 
the treatment of fractures of the leg 


by double pin skeletal fixation. This ~ 


method was adopted at the Louisville 
City Hospital in 1933 and has been 
used ‘since that time to the exclusion 
of all other operative measures in 
those cases in which adequate manual 
reduction and plaster fixation were 
not possible. The technique is 
described. Steel pins, one-eighth of an 
inch in diameter, are driven through 
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the os caicis and through the tibia at 
the level of the tibial tubercle by 
means of a hammer. Should the 
proximal end of the tibia be frac- 
tured, the pin is inserted through the 
lower end of the femur. Reduction is 
affected by the aid of fluoroscopy and 
traction; traction is then reduced to 
allow firm end-to-end contact of frag- 
ments, and a non-padded plaster cast 
incorporating both pins is applied 
from toes to groin. Compound fr - 
tures are treated by thorough débride- 
ment; if the patient is seen within 
eight hours of the injury the wound 
is by interrupted sutures 
without drainage. Of 101 simple 
fractures requiring pins, 95 had healed 
within four months; but in five cases 
there was no union at the end of six 
months, although union was subse- 
quently achieved by subcutaneous 
drilling. There was.one amputation 
in this group due to arterial throm- 
bosis. Of 130 compound fractures 
requiring pins, 105 healed within six 
months and eight healed with per- 
sistent ambulatory treatment; in six 
cases of delayed union, in which 
drilling was used, healing took place 
within eighteen months. 


Aseptic Necrosis of Bone. 


- S. C. Kantstrom, C. C. Burton AnD 
D. B. PuHemister (Surgery, Gynecology 
and Obstetrics, March, 1939) discuss 
the radiological findings, histological 
appearance and possible etiology of 
aseptic necrosis of bone, and report 
its appearance as massive multiple 
infarcts of shafts and epiphyses in 
three patients, who, in _ contra- 
distinction to those previously 
reported, give no history of having 
worked in compressed air. The 
characteristic radiological appearance 
was a sharply outlined, smooth, 
mottled, dense interior of the lower 
portion of the shaft and condyles of 
the femur and of the upper end of 
the shaft of the tibia, and also of the 
distal’ end of the tibia on eack~ side. 
These areas were found on _histo- 
logical examination to be occupied by 
mottled, yellowish to dark grey, 
lustreless tissue, surrounded by a 
narrow, dense, dark zone, which 
sharply delimited it externally from 
the cancellous bone and from the 
medullary cavity. All of the bone 
within this central area was dead, its 
lachryme being totally devoid of cells. 
Its cancellous spaces were filled with 
necrotic fatty marrow, whose fat cells 
retained their contour. The. narrow 
zone of demarcation consisted of 
fibrous tissue filling cancellous spaces 
becoming progressively calcified; this 
was responsible for the dense shadow 
in the skiagrams. They conclude that 
the cause of the condition is some 
agent which interrupts the _blood 
supply without leading to infection, 
and compare it to the condition found 
in- the necrotic head of the femur 
resulting from intracapsular fracture 
of the neck. The condition is not due 
to obstruction of the main vessel at 
one point. They quote evidence in 
support of the view that Legg-Perthes’s 





disease, Osgood-Schlatter’s disease, 
Kéhler’s disease, Kienboch’s disease 
and osteochondritis dissecans ~ are 
anemie infarcts of epiphyses or short 
bones, and suggest that these observa- 
tions demonstrate the role that 
vascular blockage followed by aseptic 
necrosis of bone may play in the 
causation of certain forms of chronic 
deforming arthritis. 


Gold Therapy in Proliferative 
Arthritis. 


J. A. Key, H. Rosenrerp anp O. E. 
Tsor~tat (The Journal of Bone and 
Joint Surgery, April, 1939) were early 
impressed with the fact that treat- 
ment with gold is not a safe pro- 
cedure; but they treated with 
myocrysin 70 patients suffering from 
arthritis of the proliferative type. 
Fifty-three had true atrophic arthritis, 
two had proliferative arthritis fol- 
lowing rheumatic fever, four had 
chronic proliferative arthritis appar- 
ently due to gonorrhea, two had 
arthritis associated with lympho- 
granuloma, and nine had spondylitis 
ankylopoietica. In only three cases 
had the disease been present for less 
than one year; in 19 it had been 
present from one to two years, in 37 
from two to ten years, and in 11 for 
more than ten years. In spite of 
various types of treatment the disease 


“had remained active. Toxic reactions 


occurred in* 44 cases, and the total 
number of reactions was 108. Intra- 
dermal tests had not been of value in 
the determination of hypersensitivity’ 
in these cases. There was no apparent 
improvement in the cases of gono- 
coccal arthritis, lymphogranuloma or 
spondylitis ankylopoietica, or in 22 
of the 63 cases of atrophic arthritis. 
In 13 of these there was moderate 


and in the remaining 18 pronounced © 


improvement; in three of the latter 
the disease appeared to have been 
arrested. 


Generalized Myositis Fibrosa. 


D. C. Somers (The Journal of Bone 
and Joint Surgery, April, 1939) 
reviews the literature and describes 
a case of generalized myositis fibrosa. 
One of the chief characteristics of this 
disease is the absence of pyrexia; 
Schwab believes it falls within the 
histological picture of the rheumatoid 
or arthritic syndrome. The author 
believes that the disease is of obscure 
metabolic origin. This and previously 
reported cases have all been charac- 
terized by insidious onset, progressive 
character, absence of facial and 
sphincteric involvement, absence of 
fever, typical sandbag-like feeling of 
the involved muscles and typical histo- 
pathological findings. The last include 
thickened muscle fibres, with partial 
or complete loss of cross striations; 
fragmentation of muscle fibres; pale 
areas of degeneration; edema with 
prominent capillary blood vessels, the 
endothelial cells of which are promi- 
nent and. show proliferation; great 
increase of perimysial connective tissue 
with active fibroblastic proliferation. 
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Research. 





’ THE ADELAIDE INSTITUTE FOR MEDICAL 
AND VETERINARY SCIENCE. 


Tue Institute for Medical and Veterinary Science which 
has been erected in Adelaide was officially opened on 
May 24, 1939, by His Excellency Sir George Murray, 
Lieutenant-Governor of South Australia. The occasion 
was one of great moment for the people of South Australia 
and also for the whole Commonwealth. Though it has 
been said that this institute is in part an extension of 
facilities which already existed in Adelaide for the study 
of bacteriology, of pathology and of biological chemistry, 
its establishment is an important advance in Australian 
research. As Dr. J. H. L. Cumpston pointed out in his 
address, this institute alone of those in the Commonwealth 
eovers human and veterinary medicine and is closely bound 
up with university, medical school and hospital. 


Objects of the Institute. 


The objects of the institute are set out in the hand- 
book printed for the opening ceremony in the following 
terms. 

(1) To carry out, with more adequate accommodation, 
equipment and staff than heretofore, the routine investiga- 
tions in the subjects mentioned above for the Adelaide 
Hospital, Stock and ‘Brands Department, country hospitals 
and private practitioners. 


(2) To engage in research into the causation, diagnosis 
and cure of disease in man and animals. 


(3) By bringing into a building devoted to these pur- 
poses the university teaching departments of pathology, 
bacteriology and applied physiology, as well as a properly 
equipped clinical lecture theatre previously wanting in 
Adelaide, to attempt to inculcate in the medical students 
that appreciation of the significance of laboratory medicine 
to which at present comparatively little attention is paid, 
and thus to render their later outlook more truly scientific. 


Historical? 


The first bacteriological work in South Australia was 
started by Dr. Thomas Borthwick, with the assistance of 
Sister Dorman, at the Adelaide Children’s Hospital #bout 
1894. In those days the work consisted chiefly in the 
detection of tubercle and diphtheria bacilli. The antitoxin 
treatment of diphtheria cases was not developed prac- 
tically until 1895, and its application in South Australia 
followed soon after, when it was first used at the Adelaide 
Children’s Hospital in October, 1895. 

In 1902 Dr. Thomas Borthwick was appointed honorary 
bacteriologist to the Adelaide Hospital,- whereupon the 


newly constructed bacteriological laboratory was equipped . 


with furniture and “excellent” fittings, and an order 
placed in Europe for the necessary apparatus. From then 
on, many of the present consultants and other well-known 
members of the medical profession*in Adelaide have, at 
one time or other, held office in the Adelaide Hospital 
Laboratory. 

In 1907 the board of the Adelaide Hospital decided that 
classes of three months’ duration should be held by the 
honorary bacteriologist for instruction of medical students 
in bacteriology. Apparently, however, some instruction 
had been given for several years prior to this. 

In 1911-1913 extensions to the laboratory were already 


necessary, and the staff was increased sufficiently to enable © 


investigations to be undertaken for other government 
departments, boards of health, and private medical and 
veterinary practitioners. With the exception of minor 
additions in 1928-1929, this building (previously the 
nurses’ home for the old infectious diseases’ block) and 





This historical account and the description of the building 
are taken from the handbook provided for the opening ceremony 
and are teproduced here by permission of the irman of 
the institute. 





of Health. This step was taken in anticipation of the 








its equipment were made to serve the ever-growing needs 
of the hospital until the present time. The urgent need 
for increased accommodation and staff, for routine work 
alone, is obvious from the statistics published in the annual 
reports of the Adelaide Hospital. Whereas the number of 
investigations conducted by the laboratory in 1903 
amounted to 569, and in 1912 to something over 3,000, 
since 1931 the number of investigations carried out 
annually has varied from 20,000 to nearly 30,000, and an 
increasing number of these are far more complicated and 
time-consuming than the simple tests possible in earlier 
years. 

In 1912 Dr. C. T. Ch. de Crespigny was appointed director 
of the laboratory, honorary pathologist to the Adelaide 
Hospital, and lecturer in practical pathology at the 
university, while Mr. (later Dr.) L. B. Bull became first 
assistant in the bacteriological department. Under the 
influence of Dr. Bull, suitable accommodation for larger 
animals was provided, and some accommodation for small 
experimental animals, but until 1938, when the new animal 
house was completed, there was no adequate provision 
for the latter. In 1920 Professor J. B. Cleland became 
director of the laboratory. In 1925 Dr. Bull assumed 
directorship, the position he held until 1934, when on his 
resignation he was succeeded by Dr. Eugene McLaughlin. 

Although the routine duties of the laboratory were 
sufficiently arduous to occupy most of the time and energies 
of the staff, the prosecution of original research was always 
maintained as an ideal, translated into reality when time 
and funds allowed. In 1926 the Council for Scientific and 
Industrial Research allocated the sum of £500 for 
investigation of stock disease by Dr. Bull. 

In 1932-1934, when it was already apparent that exten- 
sions to laboratory and other facilities were urgently 
needed, Sir Charles Martin, formerly director of the 
Lister Institute of Preventive Medicine, London, and Dr. 
Bull-drew up plans for a new building which would serve 
the functions mentioned in the opening paragraph. At this 
time, however, it proved impossible to obtain the necessary 
financial support. 

In 1935, to celebrate the fiftieth anniversary of the 
Adelaide Medical School, Miss Edith Bonython, Mr. T. E. 
Barr Smith and Mr. Norman Darling each gave £5,000 for 
the purpose of medical research, and it was decided to 
use this money in the partial construction of an institute 
of medical science. To this sum the Government added 
£15,000 on the condition that extra accommodation, now 
clearly recognized as overdue, for the routine pathological 
and bacteriological services of the Adelaide Hospital and 
for the comfort of patients undergoing laboratory tests, 
should be provided in the new building or in the old 
building modernized. The Adelaide Hospital Laboratory 
Advisory Committee was appointed in 1936 to consider 
the future institute; this body operated for two years 
until the present council came into being. Dr. McLaughlin 
resigned directorship of the laboratory, and the university 
decided to contribute a sum equal to half the new director’s 
salary on condition that he should engage in medical 
research, and that his time should not be wholly occupied 
with routine and administrative duties. The present 
director (Professor E. Weston Hurst) was appointed and 
assumed office towards the end of 1936. 

It soon became apparent that the £30,000 available could 
not possibly cover the cost of a building which would 
serve all the purposes enumerated above, and after the 
delay of a further year the Commissioners of Charitable 
Funds granted the sum of £10,000 from the Martin Bequest, 
while the Government made up the deficiency in the £53,000 
necessary for erecting and equipping a new laboratory 
building; the construction of an animal house for small 
laboratory animals; and the modernizing of the old 
laboratory to house the offices, patients’ waiting and exam- 
ination rooms, biochemical department and part of. the 
clinical pathological department of the institute. 

The foundations of the south wing of the new building 
were commenced in August, 1937, and the foundation stone 
laid on 23rd of that month, by the Honourable Sir George 
Ritchie, K.C.M.G., M.L.C., the Chief Secretary and Minister 
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completion of the design in order to coincide with the 
Australasian Medical (British Medical Associa- 
tion) then being held in Adelaide. Tenders for the com- 
pleted building and fixtures were accepted, and building 
was recommenced in February, 1938. Occupation has taken 
place gradually from January, 1939. 


Administration and Organization. 


While perhaps suited to a small laboratory performing 
chiefly routine examinations for the Adelaide Hospital, the 
mode of administration in force in 1937 proved much too 
cumbersome and circuitous for the needs of a research 
institute. In that year the then Premier of the State, 
the Honourable R. L. Butler, introduced a special act 
of Parliament making the institute independent of the 
Adelaide Hospital and incidentally changing its name to 
the Institute of Medical and Veterinary Science. This act, 
while preserving such government control as is necessary 
for the adequate supervision of the disbursement of public 
moneys, allows that freedom in administrative matters 
which in England and the United States of America is 
regarded as essential for the successful prosecution of 
research. The institute is now governed by a council of 
six, representing the board of the Adelaide Hospital, the 
University of Adelaide and the veterinary interests of 
the State. Of this council the director is the principal 
executive officer. 

The act also provides the institute with a fixed grant 
of £10,000 per annum for five years. In addition, fees are 
received for routine investigations performed for country 
hospitals, public bodies and private practitioners; and the 
University of Adelaide makes grazts towards salaries of 
various members of the institute staff engaged in teaching 
or reséarch activities. 

The present organization of the institute staff is based 
upon the assumption that sooner or later funds will be 
available for the development in Australia of medical 
research on a scale comparable with that in other advanced 
countries. Under the director are the departments of bac- 
teriology, clinical pathology, biochemistry and veterinary 
pathology, each controlled by a head capable of assuming 
responsibility for a group of research workers in his 
particular subject; sufficient accommodation is available 
for considerable increase of present staff. The council 
accepts as research workers individuals maintained or 
subsidized by outside bodies and those working in an 
honorary capacity, provided in each case that the 
individual is under the discipline of the institute and 
agrees to devote certain definite times to his duties. 


The Opening Ceremony. 


Dr. C. T. C. de Crespigny, the Chairman of the institute, 
welcomed His Excellency Sir George Murray and also the 
Chief Secretary and Minister of Health for South Australia, 
Sir George Ritchie, who had laid the foundation stone 
of the building. Dr. de Crespigny also welcomed to the 
gathering Dr. J. H. L. Cumpston, Director-General of 
Health, Commonwealth Department of Health; Sir Henry 
Newland, President of the. Federal Council of the British 
Medical Association in Australia; Sir Hugh Devine, 
President of the Royal Australasian College of Surgeons; 
and Dr. Charles Kellaway, Director of the Walter and 
Eliza Hall Institute of Research in Pathology and Medi- 
cine, Melbourne. He acknowledged greetings from the 
Council for Scientific and Industrial Research, and read 
an apology for his absence from Sir Charles Blackburn, 
President of the Royal Australasian College of Physicians. 

Dr. de Crespigny named the benefactors through whose 
generosity the establishment of the institute had been 
made possible, and also acknowledged indebtedness to the 
Commissioners for Charitable Funds and to the State 
Government for their financial assistance. He made special 
mention of the skilful way in which Mr. Walter Bagot, 
of Messrs. Woods, Bagot, Laybourne-Smith and Irwin, 
architects, had carried out the design of Professor E. 
Weston Hurst, the director of the institute. He said 
that the principal service of the institute would be to 
provide for the Adelaide Hospital and the veterinary 
services of the Stock and Brands Department all the aid 








in its power in the realms of pathology and bacteriology, 
to provide accommodation for the teaching of these sub- 
jects, and to undertake research by observation and 
experiment. 


His Excellency Sir George Murray, in declaring the 
institute open, referred to it as an achievement of great 
value to medical science. The institute would be a place 
where the ideals of both the University of Adelaide and 
the Adelaide Hospital could be combined. 


Dr. J. H. L. Cumpston then delivered an address entitled 
“Research in Medicine” (see page 885). 


The proceedings were closed with a vote of thanks to 
His Excellency Sir George Murray, proposed by Sir George 
Ritchie and seconded by Mr. G. K. Seward, Chairman 
of the Commissioners for Charitable Funds. 


Description of the Buliding. 
The Laboratory Building. 


General Features.—Owing to a rather narrow frontage 
on Frome Road, the true dimensions of the new building 
are not easily appreciated from the street. It consists of 
two floors and a partially excavated basement. The Sir 
Joseph Verco Lecture Theatre, equal in height to two 
stories, is at first-floor level and at the nearest point to 
the wards of the hospital. The fall of 17 feet in the site 
has determined the plan of the remainder of the building 
and has facilitated separate access from outside ground 
level to each of the principal floors. The first floor, devoted 
almost wholly to teaching, may thus be approached by 
students or patients from the level of the hospital. The 
ground floor, comprising modern laboratories and service 
rooms for routine bacteriology, histopathology, veterinary 
pathology and research, has external entrances at three 
points on the lower levels, while communicating conveni- 
ently with the teaching floor. Space has been left on the 
Frome Road frontage for possible extension in the form 
of a projecting wing to balance that already built. The 
height of the rooms above the basement is 12 feet trom 
floor to ceiling, except in the case of the lecture theatre, 
which is 25 feet 6 inches high. 

The walls are of cavity brickwork with dressing of 
synthetic stonework or of cement of similar finish. The 
floors are of reinforced concrete throughout; they are 
covered with rubber on the ground floor and in all 
corridors, with linoleum in the museum and lecture theatre, 
and with “Ruberoid” elsewhere. Precast terrazzo has been 
used for stair-treads as well as for skirtings and margins 
of corridors. The water-proof floors of the operating 
theatre and its annexes and of the lavatories have been 
laid in terrazzo poured and polished in situ. The ceilings 
of the research floor are set in plaster and finished together 
with the walls in paint and enamel; those of the teaching 
floor are formed of fibreboard, kalsomined off-white. In 
the operating theatre the walls are completely lined with 
white glazed tiles, and in its annexes with a dado of tiles. 

The windows are of zinc-sprayed steel. The top and 
bottom compartments have ‘Sashes hung to fall inwards, 
and on the research floor all such openings are fitted with 
insect-proof screens of brass wire in steel frames. Pinhead 
morocco glass has been selected for the glazing of the 
research floor, as giving privacy from outside with good 
translucency. Windows facing north and west and thus 
exposed to strong sunlight have been glazed with “Coldlite” 
glass. Glazing on the teaching floor is generally clear, but 
cast plate has been used to mitigate glare or transparency 
in special positions. In partition walls glass bricks have 
sometimes been used for borrowed light. 

Sound Absorption.—Floor covering and ceiling board 
have been selected with the object of absorbing reverbera- 
tion as far as possible. .The lecture theatre is further 
equipped with wall lining of “Sorb Soun” slabs. 

Heating.—A system of “Pacific” gas steam radiators has 
been installed with thermostatic control capable of adjust- 
ment to the required temperature. Hot water is supplied 
to a number of wash basins and sinks from local heating 
units; “Junker’s” automatic multipoint heaters supply 
groups, and “Sagasco” instantaneous heaters the individual 


fittings. 
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Ventilation.—The operating theatre and its annexes, the 
sterilizing and washing-up rooms, the dark-room and 
individual drying and other cupboards have local exhaust 
fans electrically controlled and fitted with ducts, 


Blackboards.—These consist of sheets of cast or double- 
rolled plate glass, sandblasted on the exposed face and 
coated with solid black paint on the back. 


Fume Cupboards.—These have six-inch flues of glazed 
earthenware pipe set in bitumen. Each flue is gradually 
reduced to a throat of four-inch diameter near the intake, 
and below this point a 1j-inch pipe connected with an 
electric ejector fan is introduced for forced draught. The 
cupboards have open fronts, slate benches, tiled sides, 
glazed tops and backs of glazed brickwork masked by 
baffle plates of “Fibrolite”. 


Operating Theatre—The operating theatre suite is 
designed for a double purpose and is capable of being 
used either for experimental surgery or as a dust-free unit 
for tissue cultures. In addition to the fittings usual in 
an operating theatre, a stainless steel laboratory bench has 
been fitted along one side. Steam jets near the ceiling 
allow the room to be flooded with steam, which on con- 
densation produces a dust-free atmosphere. Special 
precautions have been taken with the ventilating system 
to maintain the atmosphere dust-free. Bath, anmgsthetic, 
sterilizing and recovery rooms open into the theatre, and 
the whole unit is separated by a small antechamber from 
the rest of the building. 


The Sir Joseph Verco Lecture Theatre.—This is furnished 
with individual tablet arm-chairs with sprung and 
upholstered seats for an audience of 183. Naturally cool, 
fresh air is introduced through the basement by means of 
ducts to right and left of the lectuyer’s dais, and is 
extracted through 60 grated apertures formed in the risers 
behind the seating. Concrete ducts lead to an exhaust 
fan in the basement capable of changing the air content 
of the theatre five times per hour. A cinematograph pro- 
jection room and an epidiascope are provided. A bronze 
tablet commemorates the late Sir Joseph Verco, after 
whom the theatre has been named. 


The Martin Museum.—The pathological museum is a 
large room, 80 feet by 40 feet, named in memory of the 
late Thomas Martin, a benefactor to the hogpital and 
indirectly to the institute through the gift of £10,000 from 
the Commissioners of Charitable Funds. A bronze tablet, 
presented by Mr. G. K. Seward, is placed in the museum 
in memory of Mr. Martin. 


Scientific Equipment.—In 1936 almost every major item 
of laboratory equipment was obsolescent or worn out, and 
approximately £7,000, £5,000 of which has been drawn 
from the building and equipment fund, has been expended 
in the purchase of new scientific apparatus and instruments 
of precision. 


The Animal House. 


This building, situated about one hundred yards from the 
main laboratory building, consists of two floors covered by 
a tiled roof, except for an open-air terrace enclosed by a 
high parapet wall and open to the sunlight. It was com- 
menced in August, 1937, and occupied from January, 1938. 
The walls are of brickwork, with non-conducting air 
cavities where possible. The floors are of reinforced 
concrete finished in trowelled cement and graded for 
drainage to outlets connected with a sewer. The ceiling 
of the upper (breeding) floor is insulated with seaweed 
laid upon close boarding. Apart from this no timber has 
been used, except for the doors, which are flush veneered 
and enamelled and sheeted with galvanized iron up to a 
height of three feet: The windows are steel-framed, with 
sashes hung horizontally and opening outwards, glazed 
with pinhead morocco glass. AH openings are filled with 
insect-proof screens, steel “Rolscreens” being used for 
windows. Wall surfaces are finished in trowelled cement 
to a height of seven feet and the remainder set in plaster 
for ceilings. All angles have been finished with coves: or 
rounded, and every room can be hosed down completely. 
Ventilation is by natural means; the passage of air has 











been provided through wire screens aboye the doors and 
by wire-covered gratings. 

.—In rooms for experimental animals, heating 
to a constant temperature is provided by a system of 
“Pacific” gas steam radiators fitted with thermostats. 
Food bins are of galvanized iron, like a bath in section, 
with joints and angles reduced to a minimum. Hinged 
covers are provided. - 

Breeding hutches are in timber lined with galvanized 
iron and the doors are fitted with galvanized wire mesh. 
Metal screens afe fitted in grooves for darkening one half 
of the double’ hutches used for animals about to have a 
litter. The pens in which the young animals are reared 
are of trowelled cement and brickwork, with rounded and 
coved angles. They run through the wall on to the open- 
air terrace, and small trap-doors enable the animals to be 
confined inside or outside according to climatic conditions 
or during cleaning of one part of the run. All door and 
outer enclosures are of galvanized iron fitted with half-inch 
Square mesh or woven Wire. The cages for experimental 
animals are of a variety of types. 

In the sterilizing room a large tank for the immersion 
of cages is constructed of nickel-plated copper within a 
heavy steel frame; the cover is in three counterweighted 
sections. It is heated by a steam coil set in carriages on 
the bottom, and an exhaust fan provides for the extraction 
of steam. The incinerator is of the “Goodrid” type, with 
a back chamber; it has been found most effective to burn 
debris from the enlarged grating set about nine inches 
above the floor level. A chute of galvanized iron is 
provided for the disposal of debris from the upper floor 
direct to the incinerator room. 
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A MEETING of the New South Wales Branch of the British 
Medical Association was held on April 20, 1939, at the 
Royal Alexandra Hospital for Children, Sydney. The 
meeting took the form of a number of clinical demonstra- 
tions by members of the honorary staff of the hospital. 
Part of this report appeared in the issue of June 10, 1939. 


Pulmonary Tuberculosis. 


Dr. R. J. Taytor showed a boy, aged thirteen months, 
who had been admitted to hospital on December 26, 1938, 
suffering from sub-malignant diphtheria. The diphtheria 
had subsided, but during convalescence the child became 
very listless. Vomiting and an irregular pyrexia had 
been present. There was a positive reaction to the 
Mantoux test. Radiological examination suggested primary 
tuberculosis. The blood sedimentation rate was 35 milli- 
metres after two hours. +. 

A brother of the child had died of generalized tuber- 
culosis following diphtheria. 

The child continued to improve gradually, and was 
discharged in good condition. 


Nutritional Angemia. 


Dr. Taylor also showed a girl, aged nineteen months, 
who had been admitted to hospital on March 30, 1939. 
She was a first baby and had been breast fed till the age 
of one year. She was of normal build. The mother stated 
that the child had not been well since she was twelve 
months of age. She had suffered from loss of appetite 
and occasional vomiting and had failed to gain weight 
during the past twelve months. She was feverish at times 
and had been pale for several months and easily tired. 

On examination the child was seen to be small and pale. 
The abdomen was dehydrated and the liver and spleen 
were not palpable. 

A blood count gave the following information. The 
erythrocytes numbered 2,100,000 per cubic millimetre and 
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were pale in colour. The hemoglobin value was 5-4 
grammes per 100 cubic centimetres, or 31%. The colour 
index was 0-7. Less than 05% of the erythrocytes were 
reticulocytes. The leucocytes numbered 5,000 per cubic 
millimetre; 14% were neutrophile cells and 77% were 
lymphocytes. ; 

X ray examination of the long bones revealed no 
abnormality. 

The erythrocyte count fell still further, and a blood 
transfusion of 115 cubic centimetres (four ounces) of 
citrated blood was given. There was no reaction to the 
Wassermann test. At the time of the meeting the child 
appeared much improved and was being given 0-1 gramme 
(two grains) of ferrous sulphate three times a day. ; 


Cretinism. 


Dr. Lorrmer Dops showed a girl, aged sixteen months, 
who was the fifteenth child of healthy parents. All the 
other children were alive and well, and there was no 
family history of significant illness or of any endocrine 
dissoraer. The child was referred for an opinion because- 
she could not sit up. The mother had noticed that she 
seemed different from all her other babies, that she was 
surprisingly good, rarely cried or laughed, did not play 
and seemed unduly languid and lazy. The infant presented 
many signs of cretinism; her features were flattened and 
thickened, her forehead showed well-marked wrinkling, 
her skin was pale and sallow, her fingers were short and 
stumpy and her abdomen was prominent. She lay sleepily 
in her cot, was disinterested in her surroundings, did not 
attempt to move about and made no attempt at sitting up. 
The anterior fontanelle of her skull was widely open and 
the posterior fontanelle still open. Radiographic examina- 
tion of her wrist joints revealed pronounced retardation 
of her osseous age; no carpal centres and no centre for 
the lower end of the radius was visible. Her urine 
contained 180 milligrammes of creatinine and 69 milli- 
grammes of creatine per 100 cubic centimetres, and a 
blood count revealed a normochromic normocytic anwmia. 

After one month of thyreoid medication the infant’s 
appearance was greatly improved; she was interested in 
her surroundings and play-things and was making attempts- 
at sitting up. The anemia did not respond to treatment 
with thyreoid extract alone, but had since responded to 
treatment with thyreoid extract and ferrous sulphate. 

At the time of the meeting, after two months’ treatment, 
the child had reached a dosage of 0-1 gramme.fone and a 
half grains) of thyreoid (Burroughs Wellcome and Com- 
pany) per day; she sat up, moved about with activity, 


. Played with her toys and was interested in her 


surroundings. 


Renal Dwarfism. 

Dr. Dods also showed a girl, who had been referred for 
investigation because of her obvious dwarfism. At birth 
her weight had been approximately 2-5 kilograms (five 
and a half pounds) and her subsequent nutritional progress 
had been regarded as satisfactory until she was six months 
of age, when she weighed about 5-0 kilograms (eleven 
pounds). Since the age of six months she had gained 
only 1:8 kilograms (four pounds) in weight and her 
shortness of stature had become obvious. At the time 
of her admission to hospital she was a , placid infant, 
aged two years and three months, weighing only 6-8 kilo- 
grams (fifteen pounds), which was approximately half the 
expected weight for her age; her height was 72-5 centi- 
metres (twenty-nine inches), the measurement from 
symphysis to soles was 32-5 centimetres (thirteen inches) 
and her head circumference 45-6 centimetres (eighteen 
and a quarter inches), measurements approximating to 
those of a normal infant aged twelve months. 

The anterior fontanelle of the skull had not quite closed, 
and a slight degree of genu valgwm and some general 
muscular hypotonia were present; but apart from these 
changes she did not show any of the classical physical 
signs of rhachitis. A blood count revealed pronounced 
microcytic hypochromic anemia, and an examination of 
her urine revealed a trace of albumin and some leucocytes. 
Her blood urea content was assessed shortly after her 
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admission to hospital at 100 milligrammes per 100 cubic 


centimetres, and later at 123 milligrammes per 100 cubic 
centimetres, Further biochemical investigation of the 
blood revealed a blood cholesterol content of 86 milli- 
grammes, a serum calcium content of 9-8 milligrammes 
and a serum phosphorus content of 4-5 milligrammes per 
100 cubic centimetres. A urea concentration test revealed 
a maximum concentration of 1-4% and a urea concentra- 
tion factor of only 3-0. The Wassermann test elicited no 
reaction from the blood; the optic fundi were normal in 
appearance and the systolic blood pressure was assessed 
at about 80 millimetres of mercury. Cystoscopy and 
retrograde pyelography were carried out by Dr. John 
Laidley and revealed pronounced bilateral hydronephrosis. 
Skiagrams of her skeleton taken at the time of her 
admission to hospital revealed some general loose trabecu- 
lation and some eroded areas at the ends of the long bone 
diaphyses; Dr. Sear had regarded these changes as more 
suggestive of a lipoid histiocytosis than of renal rhachitis. 
After examining lateral skiagrams Dr. Sear had concluded 
that the bone changes were typical of the “woolly” type 
of renal rhachitis. 

Dr. Dods said that Parsons classified three groups of 
renal rhachitis on the basis of radiographic features; they 
were: (i) the atrophic, (ii) the florid, and (iii) the honey- 
combed, stippled or woolly type. Radiographically, the 
child in question fell into the last group. Examination of 
the child’s blood had not revealed the depressed serum 
calcium lével and the elevated phosphorus content which 
had been emphasized as classical characteristics of renal 
rhachitis; but the rest of the clinical, biochemical and 
radiographic picture was complete, 


Acquired Torticollis. 

Dr. P. L. Hiestey showed a girl, aged six years, who 
had been admitted to hospital on November 4, 1938, with 
a history of stiffness in the back of the neck and pain 
in the head of two weeks’ duration. There was a swelling 
on the left side of the neck. 

On examination the patient was found to have a retro- 
pharyngeal abscess, from which pus was draining. The 
throat condition subsided and the child was discharged. 

X ray examination of the cervical spines revealed no 
abnormality. 

On November 30, 1938, the child was readmitted to 
hospital, still complaining of stiffness in the back of the 
neck and of pain in the head. She had been holding her 
head on one side for two weeks. On examination she 
was found to have torticollis. The neck was turned 
towards the left. An X ray examination of the skull 
revealed an area of fairly chronic and localized osteo- 
myelitis in the occipital bone towards the lambdoid suture. 
It contained a small sequestrum. 


Congenital Torticollis. 

Dr. Hipsley next showed a girl, aged seven years, who 
had been admitted to hospital on March 20, 1939. Tilting 
of the head had been present since birth. On examination 
the child was seen to tilt her head a little to the left. 
The left sterno-mastoid was very tense. 

Tenotomy of the left sterno-mastoid muscle. was per- 
formed and strapping was applied. By April 11, 1939, 
the child was able to turn her head to the left. 


Fibrocystic Disease of the Jaw. 

Dr. Hipsley’s next patient was a boy, aged seven years, 
who had been admitted to hospital on October 3, 1938, 
with a history of swellings on both sides of the jaw for 
about five years. These had been increasing in size 
during the past two years. 

On examination hard symmetrical swellings were evident 
on both sides of the body of the mandible. The radiologist 
reported irregular cystic formations in both sides of the 
mandible, which he considered might be due to fibrocystic 
disease 


Operation was performed on December 6, 1938, on the * 


left side. The bone was opened and curetted. The lesion 
appeared to be a cystic tumour. The pathologist reported 
that the specimen had the histological character of an 
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epulis. The left side was reopened when a purulent 
discharge became evident. Operation was performed on 
the right side of the jaw on March 28, 1939, and a cystic 
tumour was found. At the time of the meeting the wound 
was healing. 


Nephroblastoma. 


Dr. Hipsley next showed a girl, aged two and a half 
years, who had been admitted to hospital on February 20, 
1939. The parents stated that the child had had a large 
abdomen for six months; its size had been increasing 
greatly in the last few weeks prior to her admission to 
hospital. There was no pain, but general malaise was 
present. 

On examination ‘the child was found to have a large 
distended abdomen. Numerous dilated veins were observed. 
A tumour was present in the right iliac fossa; it was 
very large and fixed. 

Operation was performed and a large tumour was 
removed. The kidneys appeared to be separate from the 

mass. The wound had healed at the time of the meeting, 
and the child was to have deep X ray therapy. 

The pathologist reporfed that sections of the tumour 
contained cells of primitive type arranged in ring-like 
masses around imperfectly formed channels. These con- 
tained vagrant tissue of medullary type embedded in a 
stroma of embryonic type, which was forming distinctive 
alveoli containing primitive tissue. There was no evidence 
of mixed cells. The tumour appeared to be a pure 
nephroblastoma. 


Undescended Left Testis. 


Dr. Hipsley finally showed a boy, aged twelve years, 
whose right testis had not descended. He had been given 
a course of injections eight months previously. 

On examination the left testis was felt in the scrotum 
and the right testis at the external abdominal ring. The 
right side of the scrotum was fairly well developed. 
Operation was performed. 

An incision was made over the medial end of the inguinal 
ligament. The testis and cord were laid bare and 
separated. An incision was made in the lower end of the 
scrotum and the testis was fixed’ to the deep fascia of 
the upper part of the thigh with chromicized sutures. 
The wound healed satisfactorily. ‘The patient was to 
report in three months for the second stage of the 
operation. 


Stages in the Treatment of Talipes Equino-Varus. 


Dre. Kerra Smirn showed a: series of children with 
congenital talipes equino-varus illustrating various stages 
in the treatment of this condition. Treatment was dis- 
cussed under headings of the different age periods, and a 
brief scheme was shown outlining the management at the 
various ages, 

Dr. Smith emphasized the necessity of correcting the 
equinus element in conjunction with the other components 
of the deformity as soon as possible after birth. Previous 
teaching had tended towards neglect of the condition 
until a later stage of the treatment, when tenotomy or 
lengthening of the tendo Achillis was advised. It was 
frequently found by this time that there were conditions 
in the bone preventing dorsiflexion and that the tendo 
Achillis could not even be “put on the stretch”. In any 
case, the employment of further immobilizing restraints 
was undesirable if they could be avoided at this stage, 
when efforts should be directed towards the rehabilitation 
of inherently defective muscles which had already suffered 
from prolonged inactivity. 

In discussing radiography as a necessary item of the 
final criterion of cure, Dr. Smith showed two patients 
who gave every indication of clinical cure. Part of the 
exhibit consisted of rad of the same patients, 
imdicating a gross overlaying of the talus on the os calcis 
(heel inversion). Dr. Smith said that this type of patient 
observed in this 
condition, and some form of operation was required in 
——— to assist in pulling the os calcis out from under 


‘returned. 





Flall, Shoulder. 


Dr. Smith also showed a patient with flail shoulder 
due to anterior poliomyelitis, on whom he had performed 
an arthrodesis of the shoulder joint in September, 1938. 
He gave a detailed description of the conditions which 
should be present before an arthrodesis in this situation 
was undertaken. Dr. Smith pointed out that the operation 
was mainly suitable for children and adolescents, and 
that the shortening of the limb which resulted was an 
advantage. At the time of the meeting the boy was 
undergoing. intensive reeducation therapy to the shoulder 
girdle muscles, on which he now depended for the use 
of his arm. Union was firm and power to abduct the 
limb was increasing; the boy could raise the hand to the 
level of his chin. — 

Dr. W. Vickers showed a boy, aged nine years, who 
had Erb’s palsy of the left arm following a birth injury. 
He had been treated from birth till four years of age 
with an abduction splint and reeducation. He had ceased 
to have treatment for about three years, and had then 
A splint was reapplied and he was given 
further exercises for another twelve months. 

He was admitted to hospital on October 4, 1938. His 
left arm was hanging by his side; pronounced limitation 
of rotation was present. The forearm was in fair con- 
dition and the hand was dorsifiexed: Arthrodesis of the 
left shoulder was performed on October 6, 1938, and a 
plaster spica was applied. At the time of the meeting the 
limb was still in plaster. 

Dr. Vickers then showed a girl, aged thirteen years, 
who had had infantile paralysis in 1929. Practically all 
the muscles of the right arm had been involved. She had 
also had a severe cut on the right wrist, involving a 
tendon. She had been treated by the applieation of an 
abduction splint and reeducation for three years. She 
then discontinued treatment for four years. She had 
returned to the out-patient department occasionally during 
the next two years. 

The child was admitted to hospital on January 4, 1938. 
On examination there was no elevation of the right arm. 
Movement of the forearm and wrist was limited. Arthro- 
desis was performed on January 20, 1938, and a plaster 
splint was applied for six months. At the time of the 
meeting good bony ankylosis was present. The child was 
having occupational therapy. The range of movements 
was good. 
— (To be continued.) 





VICTORIAN BRANCH NEWS. 





Tue following items of news of interest to members 
of the Victorian Branch of the British Medical Association 
are published at the request of the Council of the Branch. 


The New Form of Death Certificate. 


Following amendment of the Registration of Births, 
Deaths and Marriages Act at the end of last year, the use 
of the new form of death certificate became obligatory on 
January 1, 1939, and the objett of its introduction is to 
enable more accurate vital statistics to be compiled. 

The certificate provides for full disclosure of the factors 
contributing to the ultimate cause of death, and it is 
desirable that the causes of mortality be accurately and 
fully recorded, but members of the Branch should realize 
that such certificates are not confidential documents. 

A copy of a death certificate can be obtained from the 
Government. Statist on payment of a fee, and a recent 
experience of a member, who completely filled in a 
certificate form in the belief that it was a confidential 
document, only to find later that a copy had been obtained 
by an insurance company and will probably be used as a 
basis to contest a claim for payment of life assurance, 
has led to the publication of this statement. 

On the back of each certificate the following words 
appear: “(Fill up where applicable.) I may be in a 
position later to give on application by the Government 
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Statist, additional information as to the cause of death 
for the purpose of more precise statistical classification. 
Initials of certifying Medical Practitioner 

Members are advised, therefore, that if they do not 
desire to include such causes of death as “chronic 
alcoholism” or “syphilis” in the body of the certificate, 
they should initial the statement on the back of the 
form, and the Government Statist will then communicate 
with them to obtain further particulars, which will be 
confidential and not disclosable. 

As some members are apparently under the impression 
that they are obliged to initial the statement on the 
reverse of every certificate form, the Government Statist 
has requested that they be advised that unless they have 
further information of statistical value to disclose, the 
statement should not be initialled. 


Envelopes addressed to the registrar and endorsed 
“Registration Matter only” need not be stamped. 


— 
—— 


Naval, Wilitary and Air Force. 


APPOINTMENTS. 








Tue undermentioned appointments, changes et cetera 
have been promulgated in the Commonwealth of Australia 
Gazette, Numbers 26, 30, 31, 32, 34 and 35, of April 27, 
May 4, 11, 18 and 25 and June 1, 1939. 


PERMANENT Naval Forces or THE COMMONWEALTH 
(Sea-Gorna Forces). 


Appointments. — Surgeon-Commander James Mann 
Henderson (Emergency List) is appointed for temporary 
service for a period of six months, with seniority in rank 
of 15th February, 1932, dated 25th April, 1939; Allen 
Walton Hexter is appointed Surgeon-Lieutenant (D) (on 
probation), dated Ist May, 1939. 

Surgeon Lieutenant (for Short Service) Harding Herbert 
Henshall is appointed Surgeon Lieutenant on the Per- 
manent List, with seniority in rank of 23rd October, 1933, 
dated 23rd April, 1939. 

Surgeon-Lieutenants (D) Trevor Aitken Hall and 
Percival John Ward are promoted to the rank of Surgeon 
Lieutenant-Commander (D), dated 9th June, 1939. 


Crt1rzen Navat Forces oF THE COMMONWEALTH. 
Royat Australian Naval Reserve. 


Allan Gordon Campbell is appointed Surgeon-Lieutenant, 
dated ist April, 1939. 


AUSTRALIAN Mriitary Forces anp Senror CapDets. 
First Military District. 
Australian Army Medical Corps. 

To be-Captains (provisionally) supernumerary to estab- 
lishment pending absorption—John Windeyer Ralston and 
Ronald James Hoy, 24th March, 1939. 

To be Captain (provisionally) supernumerary to estab- 
lishment pending absorption—Bruce Toomba Mayes, 12th 
April, 1939. Major W. Park is appointed to command the 
bth Field Hygiene Section, Ist April, 1939, vice Major R. E. 
Douglas, who relinquishes the appointment on 31st March, 
1939. 

The period of the appointment of Lieutenant-Colonel 
B. F. R. Stafford to command the ist Cavalry Field 
Ambulance is extended for one year from ist July, 1939. 


Australian Army Medical Corps Reserve. 

Captain A. B. Steele is placed upon the Retired List 
with permission to retain his rank and wear the prescribed 
uniform. e 

To be Honorary 
Charles Francis Hughes and aure⸗ MacDonald Smith, 2nd 
March, 1939. 


Lieutenants—John Warren Fleming, - 








Second Military District. 
Australian Army Medical Corps. 

To be Captain (provisionally) supernumerary to estab- 
lishment pending absorption—William Henry Neild, 6th 
March, 1939. To be Captains (provisionally)—Harold 
McLean Hollingworth and Douglas Graham Perrett, 27th 
March, 1939, and 16th April, 1939, respectively. The pro- 
visional appointment of Captain D. G. Perrett is terminated, 
15th April, 1939.—Dental Service—To be Lieutenant (pro- 
visionally)—Gordon Francis Saggers, 29th April, 1939. 
The provisional appointment of -Lieutenant M. D. Asplin 
is terminated and he* is transferred to the Reserve of 
Officers (A.A.M.C.) and to be Honorary Lieutenant, 3rd 
May, 1939. The provisional appointment of Lieutenant 
G. F. Saggers is terminated, 28th April, 1929. 

Captain (provisionally) C. E. A. Cook, O.B.E., is trans- 
ferred from the Australian Army Medical Corps, 7th 
Military District, 22nd April, 1939; the provisional appoint- 
ment of Captain C. E. A. Cook, O.B.E., is terminated, 28th 
April, 1939. To be Captain (provisionally) —Cecil Evelyn 
Aufrere Cook, 29th April, 1939. Captain (provisionally) 
N. Joseph is brought on the authorized establishment, 
ist March, 1939. 


Australian Army Medical Corps Reserve. 

To be Honorary Lieutenant—Stanley John Pogson, 16th 
March, 1939. 

Major V. Benjafield and Honorary Lieutenant F. R. 
Crouch are placed upon the Retired List with permission 
to retain their ranks and wear the prescribed uniform. 
Honorary Captains A. T. Chapple and T. L. O’Reilly, are 
retired. 

To be Honorary Captains—Robert Sydney Day and 
Patrick Léo O’Halloran, 13th March, 1939, and 27th March, 
1939, respectively. 


Third Military District. 
Australian Army Medical Corps. 

To be Captain (provisionally)—James Edgar Phipps 
Hogg, 3ist March, 1939. To be Captains (provisionally) 
supernumerary to establishment pending absorption— 
Albert Clive Mendelsohu, 12th January, 1939; Vincent 
George Bristow, 28th March, 1939, and Waldron Keith 
Davenport, 29th March, 1939. 

To be Captain (provisionally)—Thomas Hamley Wilson, 
24th April, 1939. Captain (provisionally) J. Ray is 
transferred from the Australian Army Medical Corps, 4th 
Military District, and is supernumerary to the establish- 
ment pending absorption, 24th April, 1939; Captains R. G. 
Penington, J. V. Ashburner and T. U. Ley are brought on 
the authorized establishment, 28th April, 1939; the pro- 
visional appointment of Captain H. R. Smith is confirmed; 
Captain B. K. Rank is transferred to the Reserve of 
Officers, Ist May, 1939. 


Australian Army Medical Corps Reserve. 

To be Honorary Captain—Alan Boswell Hewitt, 17th 
March, 1939.—To be Honorary Lieutenant—Philip Richard 
Neville Sutton, 17th March, 1939. 

To be Captain—Judah Leon Jona, 29th March, 1939. To 
be Honorary Captains—George Gorr and Lindon Archdall 
Langley, 28th March, 1939, and William George Gladstone 
Sinclair, 5th April, 1939. 

The resignation of Lieutenant L. 8. Marks of his 
commission is accepted. 

To be Homorary Lieutenants—Roland Godfrey Morris, 
Ralph Noel Peverill, Benjamin Milton Challen, 21st April, 
1939. 


Fourth Military District. 


Australian Army Medical Corps. 


To be Majors—Captains N. S. Gunriing and R. M. Glynn, 
12th April, 1939. To be Captains (provisionally) super- 


numerary to establishment pending ‘ion—Malcolm 
Cresswell .Newland, Donald William Brummitt and 
Geoffrey Webb Verco, 14th April, 1939. Captain (pro- 


visionally) H. D. Sutherland is seconded for a period of 
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sisin, pails heise Bien, Sok Captain (provisionally) 
N. J. Bonnin is transferred to the Reserve of, Officers 
(A.A.M.C.) and to be Honorary Capea, llth April, 1939. 

To be Major—Captain A. L. Dawkins, 28th April, 1939. 
Major R. M. Glynn is transferred to the Reserve of — 
26th April, 1939. To be Captains (provisionally) super 
numerary to the establishment pending pra nai 
Richard Geoffrey Champion De Crespigny and James 
Rupert Magarey, "19th April, 1939. 


Australian Army Medical Corps Reserve. 
To be Honorary Lieutenant—Frederick Harry Justus 
Fisher, 20th March, 1939. 
To be Honorary Captain—Garton Maxwell Hone, 28th 
April, 1939. To be Honorary Lieutenant—Robert Herbert 
George Taylor, 14th April, 1939. 


Fifth Military District. 
Australian Army Medical Corps. 
The provisional appointment of Captain R. J. Wheeler 
is confirmed. 
Captain (provisionally) J. L. Day is brought on the 
authorized establishment, 26th April, 1939. 


Australian Army Medical Corps Reserve. 

To be Honorary Captains—John Bryan Mathieson, 
Samuel Nathaniel Michaels and Elwood Walter Byron, 20th 
April, 1939. Ta be Honorary Lieutenants—Thomas Leonard 
Williams, 6th April, 1939, and Robert Edward Clarke, 
13th April, 1939. 


Sixth Military District. 
Australian Army Medical Corps. 

Honorary Captain J. C. Fulton is appointed from the 
Reserve of Officers (A.A.M.C.) and to be Captain (pro- 
visionally), supernumerary to establishment pending 
absorption, 5th April, 1939. Captains J. S. Chatmers and 
T. D. Freeman are brought on the authorized establishment, 
6th April, 1939. 


Australian Army Medical Corps Reserve. 

To be Captain (provisionally) supernumerary to the 
establishment pending absorption—Reginald Abbot Lewis, 
ist May, 1939. 

To be Honorary Captain.—Charles Ronald David 
Brothers, 27th April, 1939. 


Special Correspondence. 


BERLIN LETTER. 
From Ovr Sprectat CoRRESPONDENT. 


As distinct from former times, care of health is playing 
an absolutely decisive part in new Germany. Consequently 
the role of the physician has become quite different too; 
the physician who formerly was the servant of the sick- 
fund organization is now the leader of the nation in all 
questions relating to health. This makes it necessary 
that the physician should be in constant and intimate 
contact with the progress of science. For this reason 
the Reich of Adolf Hitler has given to post-graduate 





—“ capacity, and many of them 
are glad to carry on again a teaching activity. The 
doctors attending post-graduate courses come to the hos- 
pital for the period of three weeks; they have their 
lodging at the hospital or in its neighbourhood. In the 
forenoon they participate in the whole clinical service, 
and some of them in that of their specialty, as for instance 
in the clinic for internal diseases or in the surgical or 
gynecological clinic. The afternoons are used partly for 
research work in the laboratory, partly for theoretical 
lectures; the evenings are- reserved for social meetings 
and private studies. 

Both -specialists and general practitioners attend ppst- 
graduate courses; in other words, the specialist too has to 
participate in all disciplines in order to gain the most 
comprehensive education possible. 

Great importance is also attached to the mixing of 
doctors of big towns with those of small towns, In this 
way the doctor of big towns is given the opportunity of 
learning from his colleague of smaller towns and™ vice 
versa. 

As in the courses principal importance is attached to 
practical work, the number of participants never exceeds 
twenty-five. 

After having met in the beginning with a certain 
opposition, post-graduate work has succeeded in estab- 
lishing itself, so that nowadays it is looked on by ali 


should be changed to one of only three years. . 

The lecturers give the courses on an honorary basis, 
whereas those who attend receive every day an indemnitica- 
tion of RM15. Such an indemnification is necessary 
because the post-graduate doctor has to pay a locum 
tenens and also for his own lodging in the hospital, 
although the costs of the latter are moderate. 

In addition to obligatory post-graduate work, doctors 
also have the opportunity of attending supplementary 
courses, that is, courses which may be attended volun- 
tarily, as for instance at Berlin, Munich, Dresden, Cologne, 
Vienna and other universities. These courses are generally 
arranged for specialists and serve as post-graduate studies 
in. special branches of medicine; but they can, of course, 
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doctors have become conscious of certain gaps in their 
knowledge and are therefore desirous of perfecting the 
studies in their special branch, 

The creation of post-graduate medical work is essentially 
due to Dr. Gerhart Wagner, the medical leader of the 
Reich, who died a few days ago. The position of the 
medical leader of the Reich, which surely has not its equal 
in other countries, represents the concentration of the 
doctors’ self-administration. 

Whilst in general and also before 1933 in Germany all 
deeds and misdeeds of the doctors were controlled by 
State organizations, this task has been assigned in the 
Reich of Adolf Hitler. to the doctors themselves. The 
German doctors are united in a Chamber of Doctors. This 
Chamber of Doctors has established subsections in the 
different countries and provinces, and these again are 
subdivided in regional groups. The organization of the 
Chamber of Doctors has to control the doctor and to 
supervise his post-graduate studies. Thus post-graduate 
work is considered as one of the tasks of the Chamber of 
Doctors. But the Chamber of Doctors does not take care 
only of the medical treatment of the sick persons; more 
than that: it endeavours to be and to become with the 
help of its doctors a leader of the German nation in all 
questions referring to health, and especially for the 
working people. It has been ascertained that the working 
man as a rule gradually loses his working power at the 
age of forty or forty-five years, and it seems to be possible 
to take appropriate measures in order to postpone for 
some years this “crack in health”, as it has been called, 
and to conserve for a longer time the working power and 
capacity of enjoyment. But this question will be discussed 
in one of the next letters. 

Before I conclude this letter I should like to call 
attention to a peculiar exposition which just now has 
been shown in Berlin, “The Doctor as Painter and 
Sculptor”. It is well known that among doctors there 
are many musicians and also authors; but up to the 
present time it has not been known that we have doctors 
who are painters and sculptors of no mean order. This 
is because artistically directed natures feel themselves 
attracted by the medical profession and devote their free 
time to their artistic inclination. 

The exposition was of a remarkable extent. More than 
160 works of art were exhibited, and it has been stated 
by professional artists that the level of artistic achieve- 
ment was very noteworthy. It was interesting to observe 
that none of the doctors chose a subject of his own 
professional sphere of action, but that all works of art 
represented landscapes, portraits, still-life and the like. 
A considerable number of visitors came to see the 
exposition, and every one of them was greatly interested 
in it. I am sure that the exposition was a great success, 
especially inasmuch as the public has been given an 
opportunity to get another impression of his doctor, not 
only to look at him as the “Good Lord” or a “black man”, 
but also as a deep and artistically feeling person. 





Correspondence. 





DIPHTHERIA IMMUNIZATION. 





Sm: In his fine address “The Physician, his Life and 
Times”, published in THe Mepicat JourNAL or AUSTRALIA, 
May 13, 1939, Dr. S. A. Smith says: “Sir Henry Dale 
contrasts the state of mind sixty years ago, when the 
father at family prayers said, ‘Protect us, O God, from 
diphtheria .. .’, with the state of mind in many enlightened 
communities today, in which, as the result of immunization 
of school children, diphtheria has ceased to count as a 
threat to child life.” The italics are mine. 

I cannot allow this statement to pass unchallenged. Is 
it not obvious that the real factor in transforming diph- 
theria from a major to a minor menace was the discovery 
of curative antitoxin by von Behring in 1895? There has 





been a steady decline in diphtheria mortality with. the 
improvement of this serum and the technique of its use, 
until today, if used promptly and efficiently, it is the 
complete answer to all but the invasive factor in 
malignant diphtheria. Incidentally this invasive factor is 
not affected by active anatoxin immunization. 

Active immunization would be indispensable were it 
not for curative antitoxin, but in view of history and 
statistics it cannot be claimed to have conquered the 
menace of diphtheria. That had already been done. 

May I, in conclusion, quote a mortality of 2-2 per 
100,000 persons as the average figure for diphtheria for the 
past ten years in the district comprising the East Torrens 
County Board—population over 50,000—for which I am 
health officer and which has not seen fit to adopt mass 
immunization campaigns. 


Yours, etc., 
Henry HALLORAN. 
Magill Road, 
Norwood, 
South Australia. 
‘May 30, 1939. 





THE PROGNOSIS OF EXOPHTHALMIC GOITRE. 





Sim: Stanton, in an article in The American Journal of 
the Medical Sciences, September, 1918, dealing with this 
question, stated: “A certain proportion of exophthalmic 
goitre cases recovered under such diverse forms of treat- 
ment that we must invariably come to the conclusion that 
the disease is self limited in some as yet not definitely 
determined proportion of cases.” 

I know three women living today, and apparently well, 
who more than thirty years ago had all the clinical signs 
of Graves’s disease and who only received palliative 
treatment. These people are now in the fifties. 

The disease seems to me a purely personal one, and it 
is impossible to prognosticate what will be the outcome of 
any particular treatment. Relapses are not uncommon 
after apparent recovery. 





Yours, etc., 
Victory Chambers, J. Morris Roe. 
Queen Street, 
Brisbane. 
May 31, 1939. 
Honours, 





BIRTHDAY HONOURS. 





His Masesty THE Kine has been pleased to confer the 
following honours on Australian medical practitioners: 

Surgeon-Captain Leonard Darby, of the Royal Australian 
Navy, has been crea a Commander of the Most Excellent 
Order of the British Empire (Military Division). 

Dr. Alexander Joske, of Melbourne, has been created an 
Officer of the Most Excellent Order of the British Empire 
(Civil Division). 

The congratulations of the medica) profession are 
extended to Surgeon-Captain Darby and Dr. Joske. 


_ 
—— 


Obituary. 








WILLIAM MAWSON. 





WE regret to announce the death of Dr. William Mawson, 
which occurred on June 4, 1939, at Turramurra, New 
South Wales. 





THE MEDICAL JOURNAL OF AUSTRALIA. 


June 17, 1939. 





RODON TREGARTHEN MICHELL. 


We regret to announce the death of Dr. Rodon 
Tregarthen Michell, which occurred on June 11, 1939, at 
Willoughby, New South Wales. 


_ 
— 


Nominations and Elections. 





Tue undermentioned have applied for election as 
members of the New South Wales Branch of the British 
Medical Association: 

Gilbert, Philip, M.B., B.S., 1935 (Univ. Sydney), 
“Apsley”, Prince’s Avenue, Vaucluse. 

Hagarty, Geoffrey Owen, M.B., 1939 (Univ. Sydney), 
Main Street, Lithgow. 


Books Received. 


CLINICAL gg me al we P. N. Panton, M.A., M.B., B.C., 
and J. R. M.D.; Fourth Edition ; 1939. 
London: J. and A. aronitt rimited. Demy 8vo, pp. 512, 
with illustrations. Price: 16s. net. 
Diary for t the Month. 
JuNE 20.—New South Wales —— eee: ome -- Committee. 
June 21.—Western Australian Branch, B. Branch. 
JuNnzE 22.—New South Wales Bren BMA. “éninical Meeting. 
June 26.—Queensland Branch, B.M. Council. 
June 27.—New South Wales ‘Branch, BMA: Medical Politics 
Committee. 
June 28.—South Australian Branch, aw Annual meeting. 
Jutxy 6.—South Australian Branch, B.M.A.: Council. 
JULY 27.—South Australian Branch, B.M.A.: Branch. 
June 28.—Victorian Branch, B.M.A.: Council. 
* 29.—New South. Wales Branch, B.M.A.: Branch. 
4.—New South Wales Branch, B.M.A. : Council (quarterly). 
5.—Victorian Branch, B.M.A. : Branch. 
5.—Western Australian Branch, B.M.A.: Council. 
6.—South Australian Branch, B.M.A.: Council. 
7.—Queensiand Branch, B.M. "A.: Branch. 
JuLy 11.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 
Juty 14.—Queensland Branch, B.M.A.: Council. 
JuLy 18.—New South Wales Branch, B.M.A.: Ethics Committee. 


— 
—— 


Medical Appointments. 


Dr. D. W. Johnson has been appointed Medical Officer 
at the Lazaret at Peel Island, Queensland. 
o . 7 





Dr. G. C. P. Courtney has been appointed Medical 
Officer at the Lazaret at Fantome Island, Queensland. 
aa 7 — 


Dr. H. L. Tonkin has been appointed a Medical Officer 
in the Medical Branch of the Department of Public 
Instruction of New South Wales. 

I > > 

Dr. R. T. Binns has been appointed Honorary Assistant 
Pathologist at the Adelaide Hospital, Adelaide, South 
Australia. 


— = 
—— 


Medical Appointments Vacant, etc. 


For announcements of medicai appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser”, pages xvill to xx. 





Curtitacor Hosprrat, CHILLAGOR, QUEENSLAND: Medical 
Officer. 

Renwick Hosprirat ror Infants, SuMMER Hitt, New Sours 
Wates: Honorary Officers. 

TARA —— Hosrprrat, Taka, QUEENSLAND: Medical 


Toowoomsa Hosprrats Boarp, Toowoomsa, Qoeznstanp: 
Resident Medical Officer. 


@pedical Appointments: Important Motice. 


are requested not to apply for any 


firat 
pe soe Bo senle ee denacwere slid on Pa ty ene au pets omg Fg 
tish Medical Association, Tavistock Square,. London, W.C.1. 





BRANCHES. APPOINTMENTS. 





Australian Natives’ Association. 
Ashfield and District United Friendly 


Societies’ ° 
Balmain United Societies’ Dis- 


Leichhardt and Petersham United 
Friendly 4 "8 
mine Tustitute, Oxford Bthest, , 

‘or , 

North Sydne ‘Friendly ——— Dis- 

—— dential Assurance Company 
Phenix Mutual Provident Society. 





All Institutes or Medical 

Australian Prudential Associa 
prietary, Limit 

Mutual National Provident Club. 

National Provident Association. 

SS or other appointments outside 


Pro- 





QuEBN 


SLAND : 
House. 226, W 
Terrace, 


Brisbane, 
B.17. 





Ali Lodge appointments in South Aus- 
tralia. 


All Contract Practice Appointments in 


a North 
— * or 
Terrace, — South Australia. 








Wiluna Hospital. 
All Contract Practice Appointments in 
Western Australia. 


— A> 


Secretary, 205. — 
Pertn. 








Editorial Notices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
MepicaL JourRNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, Tus 


MepicaL JouRNAL o7 AvusTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the 
Tue Mepica, JouRNAL oF AU Seam: 





